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In a recent monograph on methods of treatment of 
cerebral palsy,’ Dr. George Deaver stated, “The prin- 
cipal object in the treatment of the extrapyramidal 
disorders is the control of involuntary movements. The 
methods which we presently employ consist of exer- 
cises and the use of braces. It is hoped that neuro- 
surgery will soon produce a more effective solution to 
this problem.” It is the purpose of this report to bring 
to attention a concrete step in this direction; namely, a 
neurosurgical method capable of alleviating the in- 
voluntary movements observed in certain congenital 
and acquired extrapyramidal disorders. 

The principal involuntary movement disorders that 
are observed in extrapyramidal diseases of childhood 
are rigidity, chorea, athetosis, and dystonia. Athetosis, 
chorea, and rigidity are seen most frequently in chil- 
dren with congenital extrapyramidal disorders, al- 
though these movement disorders may also be seen 
in postencephalitis and other acquired diseases. Dys- 
tonia, on the other hand, is observed most often as an 
acquired or hereditary manifestation and is seen most 
frequently in the syndrome referred to as dystonia 
musculorum deformans, The intractability of these 
various involuntary movement disorders to medical 
and surgical therapy heretofore has rendered the ma- 
jority of children presenting such symptoms incapable 
of rehabilitation. When these symptoms are severe, 
children usually become nursing problems, and man- 
agement, either in the home or in institutions, is diffi- 
cult and often fruitless. 

Because of the intractable nature of chorea, athe- 
tosis, severe rigidity, and dystonic movements and 
deformities to medical therapy, there have been many 
efforts by neurosurgeons to develop operations on the 
central or peripheral nervous system that might allevi- 
ate, to some degree, these hyperkinetic phenomena. 
Probably the earliest attempt in this direction was 
that of Horsley,” who resected part of the motor cortex 
of the brain in an attempt to relieve athetosis. Follow- 


* Chemopallidectomy is a neurosurgical procedure 
involving the injection of small amounts of absolute 
alcohol (or a special alcohol solution) into the globus 
pallidus. The technique has relieved the tremor and 
rigidity of Parkinsonism, and has also relieved dys- 
tonic movements and fixed postures, choreoathetosis, 
and hemiballismus. In the reported series, 20 of 30 
patients undergoing this operation were relieved of 
their involuntary movements. Chemopallidectomy is 
aimed only at the relief of hyperkinetic or involuntary 
movement disorders, and it will not relieve other ab- 
normalities that are so frequently noted in congenital 
brain lesions. 


ing Horsley’s example during the subsequent 50 years, 
several investigators devised operations on the pyram- 
idal tract or its origin in the cerebral cortex in an 
effort to lessen the effect of one or the other of these 
involuntary movement disorders.” For the most part, 
these operations on the pyramidal tract or its origin 
in the cerebral cortex succeeded in alleviating hyper- 
kinetic manifestations only to the extent that they 
produced weakness or paralysis of the involved ex- 
tremity, thereby decreasing the involuntary move- 
ments to a degree proportional to the degree of motor 
weakness that was produced. 

Putnam * reported that, in some instances of choreo- 
athetosis, the involuntary movements could be less- 
ened by sectioning the anterolateral column of the 
spinal cord without sacrificing motor function of the 
involved extremities. Meyers,” in his creditable investi- 
gation of neurosurgical relief of involuntary move- 
ment disorders, has likewise demonstrated in selected 
cases that relief of the hyperkinetic manifestation 
might be obtained without necessarily sacrificing 
motor or sensory function of the involved limbs. Wycis 
and Spiegel® have reported relief of choreoathetotic 
phenomena subsequent to stereotaxic placement of a 


Director, Department of Neurologic Surgery, St. Barnabas Hospital, and Professor of Clinical Neurosurgery, New York Univer- 


sity-Bellevue Medical Center. 


Read before the American Academy of Cerebral Palsy, Chicago, Nov. 17, 1956. 
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coagulation lesion in the globus pallidus and ansa 
lenticularis. Guiot and Brion” have also reported suc- 
cessful alleviation of choreoathetotic phenomena by 
pallidal coagulation. 

During the past four years, I have been investigating 
the use of two neurosurgical techniques, namely, oc- 
clusion of the anterior choroidal artery and chemo- 
pallidectomy, for the treatment of tremor and rigidity 
of Parkinsonism." This experience has led me to con- 
clude that both of these hyperkinetic manifestations, 
namely, tremor and rigidity, can be completely allevi- 
ated by operation on the globus pallidus without 
sacrifice of either motor or sensory function of the in- 
volved limbs. Recently, my experience with more than 
400 operations for relief of tremor and rigidity was 
summarized and reported.” 

During the course of this investigation in persons 
with Parkinsonism, several observations were made 
that led me to believe that one or the other of the two 


simple cannula holder 
attached topallidectomy 
quide 


Fig. 1.—Diagrammatic representation of present approach to 
globus pallidus in chemopallidectomy. 


original techniques being investigated might be cap- 
able of relieving other extrapyramidal or hyperkinetic 
manifestations. For example, in several of the patients 
with Parkinsonism it was noted that dystonic de- 
formities of the hand or foot often disappeared after 
successful operation for the Parkinsonian manifesta- 
tions. Likewise, in two cases, severe dystonic de- 
formity of the neck (torticollis), which accompanied 
the Parkinsonian syndrome, was relieved after opera- 
tion on the globus pallidus. Such observations, in ad- 
dition to the experience of others, cited above, led me 
to investigate the use of one of the techniques, chemo- 
»allidectomy, in the relief of extrapyramidal disorders 
in childhood. 

Thus far, a pilot series of 30 cases of various types 
of hyperkinetic manifestation in children has been 
accumulated. This report deals with the data concern- 
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ing this pilot series of 30 cases. Of the 30 patients sub. 
jected to chemopallidectomy, the disorders of 19 were 
classified as being principally choreoathetotic in type 
Among these 19 cases, there were many differen; 
variations. For example, the disorders of most of these 
patients were congenital in origin, and these patient; 
showed other evidence of cerebral palsy in additioy 
to the choreoathetotic movements. In some, the athe. 
totic components was the principal presenting symp. 
tom, while in others the rapid purposeless move. 
ments of chorea were predominant. Many of these 
patients had evidence of bilateral hemiplegia of con. 
genital origin in addition to the hyperkinetic maiui- 
festations. This was not true in all cases, however. 
Eight of the patients were given a diagnosis of dys. 
tonia musculorum deformans. Two of these children 
demonstrated an extrapyramidal disorder character. 
ized chiefly, although not exclusively, by intractable 
rigidity, and one youth had a unilateral involuntan 
movement disorder that was diagnosed as hemibal- 
lismus. 

Such categorization must often be problematical, 
since different manifestations are commonly noted in 
the same patient. Of the 30 patients who underwent 
chemopallidectomy, 20 had beneficial results, that is, 
either abolition or marked alleviation of the involur- 
tary movement disorder. There was one postoperative 
death and one case complicated by a postoperative 
hemiplegia. Eight patients in addition to the two in 
whom there were surgical complications were not 
benefited by operation. The technique of chemopil- 
lidectomy has been previously described in detail and 
will not be elaborated on at this time. Suffice it to say 
that the technique employed in these cases is essen: 
tially that which has been used for Parkinsonism (fig. 
1). In all of these cases, however, it has been found 
necessary to place the globus pallidus lesion in the 
posterior half of the mesial portion of the pallidus and 
fasciculus lenticularis, as previously described fo 
cases of severe Parkinsonian tremor. 

In order to illustrate the beneficial effect of chemo- 
pallidectomy on various types of juvenile involuntary 
movement disorders, four representative cases wil! 


be discussed. 
Report of Cases 


Case 1.—A 19-year-old boy had suffered an_ intracranial 
injury in an automobile accident at the age of 4. He wa 
comatose for 72 hours and was found to have hemiplegia 
Thereafter, he was bedridden for six months, He continued to 
have hemiparesis, and approximately eight months after injury 
he developed choreoathetotic movements in the extremities 
affected by hemiparesis. During the six years prior to admission, 
there was a marked increase in the involuntary movements ¢! 
the right upper and right lower limbs. These became so marked 
as to interfere with all normal activities. 

In June, 1955, the patient was referred for neurosurgical 
treatment by Dr. George Deaver of New York and Dr. Fred . 
Geib of Rochester, N. Y. At that time, the patient was found 
to have moderate hemiparesis of the right extremities, wit! 
superimposed choreoathetotic movements of a very sever 
nature, These movements were so violent at times as to make i 
impossible for the patient to remain seated for more than a fe" 
moments, and they interfered with all attempts to perfor 
normal activities, such as eating, dressing, and ambulatio”. 
Despite the marked neurological abnormality, the patient “* 
found to have an IQ of 126. 
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ts sub. On June 17, 1955, chemopallidectomy was performed via 
9 were Mambe left subtemporal approach, with the patient under local 
‘ nesthesia. At the time of operation, 1 cc. of dehydrated 


: cohol was injected into the region of the left globus pallidus. 
fferent rhis resulted in cessation of all involuntary movements on the 
f these Hicht side. During the first postoperative week, there was an 
atients IEgncrease in the degree of hemiparesis of the right extremities. 
lditi This gradually abated, however, and the patient was discharged 

100 a .. month after operation. The patient has been followed for 
> athe. more than 19 months since chemopallidectomy. He has re- 
Symp- [pained entirely free of choreoathetotic movements of the right 
xtremities. At the present time, he attends a university and is 


move- 
atirely independent in all activities (fig. 2). 
»f con- Case 2.-A 16-year-old boy was referred for neurosurgical 
mani onsultation by Drs. Philip D. Wilson and Joseph Moldaver of 
r ‘ew York. This boy had been well until the age of 7, when it 
wever. as noted that the left foot became involuntarily inverted. It 
»f dys- Hyas soon apparent that the movements of the left foot were 
vildren lystonic in nature. Within the next two years, gross, deforming, 
racter- ystonic movements of all four extremities were noted, and a 
.nclusive diagnosis of dystonia musculorum deformans was 
ctable ade. Two years before admission to our service, the patient 


untary Hecame bedridden and the dystonic manifestations were so 
mibal- Hmevere that both hips were chronically dislocated. The feet 
vere markedly deformed, and there was a very severe dystonic 
coliosis. Because of the marked deterioration of the patient’s 
ondition, with lack of useful voluntary movement of any 
btremity, accompanied by dystonic movements and _ fixed 
postures, and resulting total incapacitation, neurosurgical treat- 
nent was requested, 

On Oct. 25, 1955, a left chemopallidectomy was performed. 


iatical, 
ited in 
arwent 
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volun: ‘his relieved the dystonic movements of the right extremities. 
erative lotor power was preserved in these extremities so that, after 
>rative his procedure, the patient could once again feed himself and 
NWO il considerable progress towards independence and self- 
e tot are. On Feb. 2, 1956, a right chemopallidectomy was per- 

mmed, which relieved all dystonic manifestations in the left 
nopal- HE tremities, In addition to relief of the dystonic movements, 
iil and here was marked alleviation of fixed postures in all four ex- 
to say Mremities as well as in the thoracolumbar spine. The patient 
png vas once again able to sit comfortably without support, and, 


i te vithin three months after the second operation, he was able to 
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| Fig. 2.—Left, photograph of patient in case 1, showing hemi- 
ullistic position of the right extremities prior to surgery. Right, 
ingle frame from postoperative motion picture of same patient, 
idee freedom from athetotic movements after chemopal- 
idectomy, 


urgical 


red W. 


found 
with 
- walk well with the use of two canes. These aids were neces- 
nake 


‘uy only because of the long-standing, chronic dislocation of 


a few the hips. 
= 1 The patient has been seen for more than 18 months since 
first chemopallidectomy and has had progressive improve- 


“ent in all activities of daily living since that time. There are 
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no longer any dystonic movements present. The patient attends 
a public school. Since the relief of the dystonic movements and 
postures has endured, orthopedic correction for the hip deformi- 
ties is now contemplated. At the present time, the patient is 
completely independent in all activities of daily living (fig, 3) 


Case 3.—A 12-year-old girl was referred in December. 1955, 
for neurosurgical consultation by Dr. Elmer Fields of New 
York. This girl had been well until the age of 8, at which time 
involuntary, twitching movements of the right hand were noted 
Over the subsequent months, involuntary movements of a 


Fig. 3.—Left, picture showing preoperative condition of 
patient in case 2. Patient was confined to bed or wheelchair 
by far-advanced movements and deformities of dystonia 
musculorum deformans. Right, picture showing postoperative 
status of same patient. Movements and deformities of extremi- 
ties are no longer present after bilateral chemopallidectomy. 
Some degree of scoliosis persists, although principal deformity 
is due to chronic, bilateral dislocation of hips, which occurred 
as result of violent dystonic movements for many years prior to 
operation. 


choreiform nature developed in all four extremities and were 
present at all times except during sleep. They gradually in- 
volved the nuchal musculature, and dystonic, writhing move- 
ments of the trunk developed as well. In 1953, a diagnosis of 
dystonia musculorum deformans was made, and this diagnosis 
was confirmed at various neurological clinics. By January, 1955, 
the involuntary movements and postures of all extremities were 
so severe that the patient was forced to discontinue attendance 
at school. Difficulty in feeding became marked so that her 
weight fell from a normal weight of 110 lb. (50 kg.) to 80 Ib. 
(36 kg.). By the end of 1955, the involuntary movements were 
so violent that the patient had to be tied into a wheelchair or 
onto her bed to avoid her being thrown to the floor. Because 
of the desperate nature of symptoms at that time, operation 
was decided on. 

Bilateral chemopallidectomy was performed on Feb, 25, 1956. 
At that time, partial destruction of both the right and left globi 
pallidi was performed by injection of Etopalin, an 8% solution 
of a specially prepared cellulose in 95% ethy] alcohol. 

This patient had a very uneventful convalescence. She was 
fully alert and well oriented the day after operation and was 
free of involuntary movements of al] four extremities. The 
patient was out of bed on the fifth postoperative day and was 
able to sit in a chair without any assistance. She walked with- 
out assistance on the 7th postoperative day and was discharged 
on the 13th postoperative day. 

Since the time of discharge from the hospital, 17 months ago, 
there has been continued improvement. The dystonic deformi- 
ties of the feet disappeared within the first three months. There 
are no involuntary movements in any extremity. The patient 
can walk, run, dance, and ride her bicycle. She once again 
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attends public school. Relief of the dystonic movements and 
fixed postures has endured from the time of surgery until the 
time of this report (fig. 4). 


Case 4.—A 20-year-old youth was referred by Dr. Wallace 
Hamby of Buffalo. Nine years prior to admission, at the age of 
11, the patient suffered an intracranial injury in an automobile 
accident. He was unconscious for 42 days subsequent to this 
injury. Six months after injury, involuntary twitchings of the 
left shoulder developed. Within the next 12 months, these had 
progressed to involve the entire left upper and lower extremities, 
so that these limbs were constantly affected by involuntary, 
flinging movements, These uncontrollable movements continued 
to progress until the time of admission in September, 1956. 

At the time of admission, the patient was found to have 
constant, violent, flinging motions of the left extremities, which 
were more marked in the upper extremity. The movements 


Fig. 4.—Top, photograph taken from motion picture of pa- 
tient in case 3 prior to operation, showing type of violent, 
constant involuntary movements of all four extremities, as well 
as dystonic deformities of feet. Bottom, photograph of same 
patient after bilateral chemopallidectomy, showing relief of 
involuntary dystonic movements and deformities. 


were gross and arrhythmic, were comprised of rapid Hexion 
and extension components, and were present at the shoulder, 
elbow, wrist, and in the fingers. They disappeared during sleep 
but were otherwise constant. The patient was found to have an 
1Q of 91 and demonstrated some evidence of organic intellec- 
tual impairment. It was our impression that the involuntary 
movements in this case were best described as _ left 
hemiballismus. 

On Oct. 3, 1956, a right chemopallidectomy was performed 
by the convexity approach. Etopalin was used to effect a partial 
destruction in the region of the right globus pallidus. From the 
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time of first injection into the right globus, the patient has be, 
free of movements of the left extremities. He left the hospitd 
on the 10th postoperative day, at which time he appeared to }y 
completely capable of self-care and completely free of ti 
violent, hemiballistic movements that had existed preoperative) 
The relief of these movements has endured from the time 4 
operation to the time of writing this report. 
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Comment 


The four cases reported above demonstrate the fac 
that, in addition to relieving tremor and rigidity ¢ 
Parkinsonism, in certain cases chemopallidectomy has 
relieved dystonic movements and _ fixed postures 
choreoathetosis, and hemiballismus. In cases in whid 
these involuntary movement disorders occurred ji 


otherwise normal extremities, it has been possible B 
relieve even the most violent movements while pre. whi 
serving normal motor function of the extremities, |) fm! 
some cases of cerebral palsy in which athetosis wa fi *" 
superimposed on hemiplegic extremities, it has beenfam'™ 
possible to relieve the athetotic manifestations, bu "°° 
in such cases, the limbs remained affected by hemi. ™ 
plegia or hemiparesis. Needless to say, it should be phet 
further pointed out that chemopallidectomy is aimed edge 
only at the relief of hyperkinetic or involuntary move- to al 
ment disorders, and it will not relieve other abnorma-fa™' 
ities that are so frequently noted in congenital brai hyp 
lesions. over 

At the present time, one must be extremely circum: 
spect regarding evaluation and interpretation of the a 
results thus far encountered in this investigation. How- se 


ever, certain conclusions appear to be justified. Thes 
are as follows: 1. Certain involuntary movement dis. 
orders frequently seen in congenital and acquired 
diseases in childhood—namely, tremor, rigidity, choreo- 
athetosis, dystonia, and hemiballismus—may be te- 
lieved by the placement of a destructive lesion in the 
region of the globus pallidus contralateral to the #- 
fected limbs. In the patients in this series followed 
from 3 to 24 months after chemopallidectomy, such 
relief has been obtained and has been enduring in 
66%. A higher incidence of success is currently being 
achieved. 2. It is possible to relieve these involuntar 
movements without necessarily sacrificing motor 0 
sensory function of the involved extremities. 

It appears almost incredible that a lesion in the 
region of the pallidus would be capable of relieving.) 
such diverse types of hyperkinetic movement. In this 
regard, it is quite important for the student of the 
problem to realize that the destructive aspects of thif nove 
type of surgery are carried out in the region of thei chore 
globus pallidus. As I have pointed out in several pr-fifform; 
vious publications, it is impossible to verify in th 
patients who have been benefited by this type 
surgery exactly what structure or structures are ( 
stroyed. I can say that, in those experiments wit 
cadavers in which similar operations were performet 
a lesion was produced in the mesial globus pallidus 
On the other hand, I consider it quite likely that othe 
structures may have been affected in some of thes 
cases. The most posteriorly placed lesion involves th 
globus pallidus and its connections to the later 
nucleus of the thalamus via the fasciculus lent! 
laris. Before this problem can be analytically eval" 
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ited from the anatomic standpoint, the central nervous 
ystems of many patients whose preoperative status is 
well documented and whose postoperative course has 
heen studied must become available for detailed 
rial anatomic study. Until then, we must assume 
shat the principal destructive effect of chemopallidec- 
‘omy lies in the region of the mesial globus pallidus. 
\loreover, since it has been demonstrated and docu- 
mented that such a lesion may relieve these various 
types of hyperkinetic manifestations, it becomes neces- 
ary to seek out the physiopathological basis for these 
jiverse movement disorders and, thereby, gain a better 
understanding of the mechanism of relief obtained by 
this operation. 

Because of the complex nature of these movements, 
which depend to some degree on not only the globus 
pallidus but also the pyramidal pathways, other basal 
sanglions, the thalamus, the reticular substance of the 
midbrain, and, perhaps, even a lower neural center or 
mechanism, it would be naive and shortsighted to at- 
tempt to supply a physiological explanation of these 
phenomena on the basis of our present limited know]- 
edge. There seems to be, however, sufficient evidence 
to allow one to postulate that the globus pallidus con- 
tributes actively to the mechanism of each of the 
hyperkinetic manifestations mentioned above. More- 
over, it seems quite clear that the globus itself cannot 
determine the actual, final configuration of the invol- 
untary movement phenomenon. That is, the hyper- 
kinetic manifestations must be partially patterned as 
choreoathetotic or tremoric, dystonic, or athetotic at 
some other level or by other structures of the central 
nervous system. 

It has been my postulation that the globus pallidus 
contributes to the mechanism of each of these invol- 
untary movement disorders by functioning as a non- 
specific facilitatory influence. It is on the basis of this 
hypothesis that destructive lesions have been placed 
in the globus pallidus in an attempt to relieve these 
various involuntary movements. 


Summary 


On the basis of my experience with the placement 
of globus pallidus lesions in Parkinsonism, I decided 
to evaluate the effect of a similar lesion in various 
\ypes of hyperkinetic disorders in children and young 
adults. During the past two years, a pilot study has 
een carried out, during which chemopallidectomy 
was performed in 30 patients with various juvenile 
movement disorders. Among these were patients with 
choreoathetosis, rigidity, dystonia musculorum de- 
ormans, and hemiballismus. It has been demonstrated 
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that, in certain cases, it is possible to relieve each of 
these hyperkinetic manifestations by chemopallidec- 
tomy. Further, such relief may be obtained without 
the sacrifice of motor or sensory function, and within 
the time limits of this study the results have been en 
during. Of the 30 patients subjected to operatirn, 
alleviation of involuntary movements has been ob- 
tained in 20. There was one postoperative death, and 
one case was complicated by development of hemi- 
paresis. It is concluded that each of the hyperkinetic 
manifestations referred to above may be relieved by 
the placement of an adequately sized lesion in the 
region of the globus pallidus by the technique of 
chemopallidectomy. 


St. Barnabas Hospital, Third Avenue, between I8Ist and 
183rd streets (57). 
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Lung Cancer.—Among the serious chronic pulmonary diseases, cancer of the lung is challeng- 
ing tuberculosis in frequency and has already surpassed it in mortality. Essentially the same 
case-finding, diagnostic, and surgical machinery can be employed against the two diseases. As 
in the case of tuberculosis, cancer of the lung is revealing an epidemiologic pattern which may 
prove helpful in the understanding and control of the disease. Just as tuberculosis once had to 
be considered in the differential diagnosis of every case of chronic pulmonary disease, so to- 
day must cancer always receive consideration. No obscure lung disease can be considered as 
satisfactorily assessed until cancer has been excluded.—E. Kupka, M.D., and L. Breslow, M.D., 
The Crossing of the Curves: Tuberculosis and Lung Cancer, Diseases of the Chest, January, 


1957. 
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ROLE OF LUMBAR SYMPATHECTOMY IN TREATMENT OF VASCULAR DISEASE 


Frank V. Theis, M.D., Chicago 


Lumbar sympathectomy is the one procedure that 
offers maximum benefit in the treatment of selected 
cases of occlusive arterial disease of the lower ex- 
tremities. Nothing more should be expected from the 
operation than the objective of elimination of the 
physiological effect of vasoconstriction and _hidrosis. 
Whether the improvement in circulation and in the 
metabolism of the tissues is adequate to maintain the 
viability of tissues and relieve the symptoms may de- 
pend upon other complicating or contributing factors. 
Special problems, such as the presence and control of 
infection and gangrene and the unpredictable course 
of the occlusive arterial process, will affect the imme- 
diate as well as the ultimate value of the operative 
procedure. Success of the sympathectomy will depend 
upon the selection of cases that may be benefited by 
operation and treatment of the various coexisting 
problems. 

Material and Procedures 


Almost 500 private patients were examined on the 
vascular service of the Presbyterian Hospital of Chi- 
cago from 1950 to 1956. Lumbar sympathectomy was 
performed on 100 of 400 patients who had occlusive 
arterial disease. Fourteen patients with terminal aortic, 
bilateral iliac, or bilateral femoral artery occlusion had 
a bilateral sympathectomy and 86 had a unilateral 
sympathectomy, Sixty-nine of these patients who 
underwent sympathectomy had infected gangrene of 
the toes or foot at the time of admission (table 1). 

All the patients had arterial obstruction somewhere 
between the aorta and the ankle. Depending upon the 
extent of the arterial, arteriolar, and capillary occlu- 
sion, the cases were classified into four categories in 
order that the necessity of operation and expected 
beneficial effect could be determined preoperatively. 

After a history of progressive intermittent claudica- 
tion or exercise pain, with or without rest pains, was 
obtained, the extremities and the general condition of 
the patient were studied. The extremities were ex- 
amined for peripheral arterial pulsations, dependent 
rubor, delayed refilling of the veins of the feet after 
elevation, and the presence of infection and gangrene. 
In addition, oscillometric readings at various symmetri- 
cal sites on the extremities and peripheral skin tem- 
perature response to vasodilator tests were taken 
routinely. Material drawn from open wounds was cul- 
tured and sensitivity tests run for selective antibiotic 
and chemotherapeutic agents. Laboratory examination 
included urinalysis; blood sedimentation rate and clot- 
ting time determinations; blood cholesterol, uric acid, 
and sugar determinations; electrocardiogram; and, for 
many patients, lateral x-ray of the abdominal aorta 
for mural calcification. In the most serious cases, 
cooperation between the medical and surgical services 
contributed considerably to the favorable outcome. 


From the departments of surgery, Presbyterian Hospital and 
Cook County Hospital, and the College of Medicine (Rush) of 
the University of Illinois. 
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¢ Lumbar sympathectomy was performed on 100 of 
400 patients who had occlusive vascular disease. The pi 
operation was bilateral in 1 4 and unilateral in 86 po- al 
tients; it consisted in removing that portion of the a 
sympathetic chain between the diaphragm and the Ww 
common iliac vessels, and generally included the sec. of 
ond, third, and fourth lumbar ganglions. The first re- 0s 
quirement in the selection of patients was the pres. ce 
ence of subjective and objective evidence of vascular oh 
disease: intermittent claudication, rest pain, depend. in 
ent congestion of the feet, weakness or absence of Ve 
peripheral arterial pulsations confirmed by oscillome- pe 
try, and poor skin temperature responses to vasodi- or 
lator tests. The largest group consisted of 42 patients 
with main artery occlusion (proved by oscillometry) tri 
but good collateral circulation (proved by data on an 
skin temperature and vasodilator responses); in this pr 
group the response to sympathectomy was excellent. Th 
Thorough preoperative study, careful preparation for tre 
surgery, and proper after-care contributed to good cul 
results. In properly selected cases the operation ends an 
the hidrosis, mitigates the intermittent claudication, act 
brings about the healing of lesions caused by ische- 
mia, and frequently obviates the need of an ampu- 
tation. tor 
an 
wil 
Lumbar sympathectomy is performed through i mit 
transverse lumbar muscle-splitting incision and an e-f wh 
traperitoneal approach to the sympathetic chain.’ The the 
entire segment of nerve between the decussation of jes 
the lateral ligament of the diaphragm and the common of 
iliac vessels is removed. This usually includes the sec the 
ond, third, and fourth ganglions. No impotence afte fen 
bilateral operation has been noted. The use of spin in| 
anesthesia is preferred, and the patient is ambulatong or | 
on the first postoperative day. and 
Arteriograms are obtained only in those patients wit 
aneurysms or segmental arterial occlusion suspected 
on the basis of oscillometric and skin temperatu 
studies. Routine intra-arterial injection of radiopaqu 
material for arteriograms is not advisable in view 0 i 
danger of subsequent serious complications and sever \,, 
pain. When there is some patency of the arterial wisn 
aneurysm, diagnosis can usually be made on the bas eH 
of pathognomonic oscillometric findings.” However, death 
teriograms will furnish exact information as to thé 
location, size, and type of the aneurysm, or site of thé obta 
arterial obstruction, and, in addition, the extent gj tt 
collateral vessels.° 
he 
Indications for Sympathectomy less 
Although many clinical and pathological circulator half 
diseases of the extremities have been treated by lung Pes 
bar sympathectomy, experience now restricts the pr arter 
cedure to use for three basic purposes: (1) eliminatiol Al 
of the neurocirculatory component of occlusive arterial 
or arteriolar disease; (2) elimination of sweatil! try 
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maceration and infection; and (3) removal of the 
peripheral vasoconstrictive effect on the intraluminal 
pressure Of peripheral arterial aneurysms. These con- 
ditions provide the indications for selection of cases 
for sympathectomy. 

Arteriosclerosis obliterans was present in 99% of the 
patients subjected to operation. Although thrombo- 
angiitis obliterans (Buerger’s disease) is accepted as 
a disease entity, present observations and _ studies 
would suggest that this disease is but a presenile type 
of atherosclerosis obliterans, an early form of arteri- 
osclerosis obliterans. In the diabetic patient, the pro- 
cess involves primarily the smaller arteries and arteri- 
oles, while the patient without diabetes has primary 
involvement of larger arteries. Varying degrees of 
vasoconstriction are present in most cases of occlusive 
peripheral arterial disease, whether this is of the senile 
or presenile type. 

Excessive sweating or hyperhidrosis is a serious con- 
tributing factor in recurrent acute infection of the toes 
and foot. This neurocirculatory condition may be a 
primary disease or associated with arterial occlusion. 
The elimination of sweating by sympathectomy is 
frequently an important factor in the control of the re- 
current infection. The amount of active sweating on 
an extremity is an index of the degree of sympathetic 
activity. 

Selection of Cases 

In the selection of patients for sympathetic neurec- 
tomy, the first requirement is the presence of subjective 
and objective evidence of vascular disease, The patient 
with occlusive arterial disease may complain of inter- 
mittent pain in the foot, calf, thigh, or hip muscles 
when walking or exercising. The site and severity of 
the pain will usually indicate the level and complete- 
ness of the arterial occlusion; for example, obstruction 
of the aorta will produce pain in the hip muscles; of 
the iliac arteries, in the thigh muscles; and of the 
femoral arteries, in the calf muscles. As the limitation 
in walking is progressively reduced to one city block 
or less, continuous rest pains may occur when the legs 
and body are in a horizontal position. As some relief is 


TABLE 1.—Data on 100 Patients 
Undergoing Lumbar Sympathectomy 


Patients, No. Av. Age, Yr. 
— 


Males Females Males Females 
Total patients i 
With diabetes mellitus 18 
Without diabetes 
niection (gangrene) 
Major amputation 
13 


obtained by dependency, the patient may resort to 
‘iting in a chair instead of lying down to sleep. De- 
pendent congestion and rubor of the feet usually occur 
when walking becomes limited to one city block or 
less and when rest pains commence within one and a 
half hour after lying down. Coldness of the feet may be 
present, but this is dependent upon the degree of 
ateriolar and capillary involvement and of hidrosis. 

All patients with occlusive arterial disease selected 
or sympathectomy had low or absent peripheral 
uterial pulsations and oscillometric readings. The site 
and severity of the main artery occlusion are deter- 
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mined by oscillometric readings, and the severity of 
the arteriolar and capillary involvement by skin tem- 
perature response to vasodilator tests (fig. 1 and 2). 

The maximum vasodilator response of the skin tem- 
peratures is obtained by the use of a warm environ- 
mental temperature, by reflex heat to the abdomen, or 
by lumbar blocks. As a rule, an electric pad on medi- 
um heat placed on the abdomen, while the body and 
extremities are covered with a blanket or sheet, will 


Fig. 1 (case 1).—Diabetic infected gangrene of foot of a 
54-year-old man. Oscillometric readings were zero in the leg, 
and there was minimal response of skin temperatures to 
vasodilator tests. After lumbar sympathectomy, selective anti- 
biotic therapy (table 2) was effective in controlling the infec- 
tion. The patient resumed an active business career. 


give reliable information as to vasodilator response. 
Preoperatively, according to the results of these studies, 
the occlusive arterial disease is classified in order to 
evaluate the beneficial effect which may be expected 
from sympathectomy and to exclude those patients 
who cannot be helped by this operation. All cases fall 
into one of the following four groups. 

Group 1.—The patients in group 1 have main artery 
occlusion (low or absent oscillometric readings) and 
good collateral circulation (normal skin temperatures 
or good response to vasodilator tests ). These patients 
are assured excellent results from sympathectomy. Of 
the series of 100 patients undergoing sympathectomy 
reviewed here, 42 were in this group; of them, 2 had 
minor amputations also. 

Group 2.—The patients in group 2 are those with 
normal main arteries ( good oscillometric readings at all 
levels on the extremity) and poor arteriolar and cap- 
illary circulation (low skin temperatures and poor or 
absent vasodilatory response). While most of these 
patients do not require surgery, satisfactory improve- 
ment does follow sympathectomy because of the effect 
of the operation on sweating and cooling. Three of 
the patients who underwent sympathectomy were in 
this group. One had a minor amputation also. 
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Group 3.—The patients in group 3 are those with 
severe main artery, arteriolar, and capillary occlusion 
(low or absent oscillometric readings and low skin 
temperatures with minimum response to vasodilator 
tests). The results of sympathectomy in these cases 
are least satisfactory but still not hopeless. Fifty-three 
of the 100 patients undergoing sympathectomy were 
in this group. Five had major amputations and 13 


Fig. 2 (case 2).—Nondiabetic infected gangrene of foot of an 80-year-old 
woman, Oscillometric readings were zero at all levels on the extremity, and 
there was no skin temperature response to vasodilator tests. After correction 
of the anemia, lumbar sympathectomy, and selective antibiotic therapy 
(table 2), healing of the wound occurred. 


Group 4.—The patients in group 4 have the same 
type of occlusion as those in group 3 and in addition 
have extensive or even impending gangrene. Sympa- 
thectomy will not benefit these patients, and major 
amputation may be necessary. Of the two patients in 
this group, both had major amputations. 


Care Other Than Sympathectomy 


Infection of an ingrown toenail, abrasion, an area 
of necrosis or gangrene, or a perforating ulcer is a 


Cultures of material from the wounds commonly 
demonstrate a variety of infectious organisms such as 
streptococci, micrococci (staphylococci ), diphtheroids, 
Aerobacter aerogenes, pseudomonas organisms, and 
others. Sensitivity tests are ordered routinely to pro- 
vide selective antibiosis and chemotherapy (table 2). 
Aerobacter aerogenes and pseudomonas organisms are 
particularly resistant to treatment and often produce 
tissue necrosis. Combination of systemic antibiotics 
may be required to cover individual sensitivities of the 
organisms, and, at times, a selective antibiotic oint- 
ment applied locally to the infected part may help. 


Tetracycline 
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Gangrenous toes are amputated by sharp V-shiape 
excision of the soft tissues and the head of the respec. 
tive metatarsal bone; the wounds are packed |oose\ 
with petrolatum-treated or selectively antibiotic-in. 
pregnated iodoform gauze. A similar loose packing j 
used in widely incised abscesses. Foul-smelling gap. 
grenous toes are frequently amputated without use o 
an anesthetic through the nonviable proximal gangr. 
i nous tissues; the adjacent viable tissue is not disturbed 


Classic amputations on the toes and feet wit) 
primary closure result in further extension of 
the infection and gangrene and should not bk 
done. Healing by granulation is safer, and ; 
good stump is still assured. 

Complete medical examination is manda. 
tory before surgery, as advanced age and poor 
general condition of many patients are in. 
portant factors in the immediate and long-tem 
survival rates. Anemia, hypercholesteremi: 
hypertension, diabetes, cardiac insufficiency 
nephritis, and other systemic diseases are fre- 
quently present in arteriosclerotic patients 
Correction of anemia will increase the nutri: 
tional quality of the limited blood flow throug) 
the collateral channels. Hyperglycemia, with or 
without glycosuria, adversely affects the heal- 
ing of infected necrotic wounds. Hypertension 
promotes greater circulation through narrowe( 
vessels and collateral channels, but, shoul 
a drop in blood pressure occur as a resul 
of anesthesia, cardiac failure, or poor gener: 
condition, reduction in the already critical 
blood flow may lead to further thrombosis 
and consequent extension of gangrene. 


Cardiac disease is frequently present, and medical 
consultation is obtained routinely when the electro: 
cardiogram is abnormal. Operation is delayed until : 
cardiologist consents to the operation. Hypercholester- 


TABLE 2.—Results of Sensitivity Tests on Organisms 


Cultured from Wounds in Two Patients 


Case 1 


Hemolytie and 
Nonhemolytie 


: Micrococcus Case 2; 
serious problem when there is poor circulation, The (Staphylococcus) Aerobacter Hemolyti 
success in preventing extension of the infection and Albus “Aerogenes 
gangrene depends upon the experience and good Streptomyeln + 
judgment of the surgeon. Surgical asepsis is required Sulfadiazine 
one 
in the care of all open wounds, and, in addition, care- poo lr +4 4444 + 
ful foot hygiene is necessary. Too frequently, infected 
gangrenous toes or feet are left unprotected, permit- —————_ é | 
ting further contamination and trauma. 


*N.D.=not done. 


emia may be refractive to dietary or lipotrophic thet 
apy, but every effort should be made postoperative! 
to lower the blood cholesterol level in an attempt " 
retard the progressive course of the arterial] disease 
atherosclerotic type. 


Results 


Thorough preoperative study and preparation of @ 
patients selected for operation contributed greatly ' 
the successful results obtained from lumbar symp! 
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thectomy in the 100 cases reviewed for this report. 
In the past 11 years, there has been only one hospital 
death—of an 83-year-old woman on the fifth day of 
an otherwise satisfactory convalescence; autopsy ex- 
amination revealed pulmonary embolism as the cause 
of her sudden death. There has been a total of 7 major 
amputations in the 100 cases reviewed (table 1), but 
none have occurred in the past three years. Twenty 
patients died from one month to five years after sym- 
pathectomy (table 1); 17 of these deaths were due 
primarily to cardiac disease. 

Classification of the cases of occlusive arterial dis- 
ease has provided a means for determining preoper- 
atively the benefit that can be expected from sympa- 
thectomy. The operation benefited all patients in 
goups 1 and 2, including the patient with severe 
hyperhidrosis with long-standing recurrent infection 
of the foot. Abscesses and minor amputation wounds 
healed by granulation, and good functioning stumps 
resulted; no major amputations occurred in these 
groups. Patients in group 3, with both main artery 
and arteriolar involvement, have a poor but still not 
hopeless chance of limb salvage; many have had ex- 
cellent results with minor loss of distal tissues. Pa- 
tients in group 4 are not accepted for sympathectomy; 
major amputations are necessary in these cases. 

The diabetic and the nondiabetic patient may have 
both the main artery and the distal arterioles occluded. 
However, the smaller arteries and arterioles are pri- 
marily involved in the diabetic patient, and these cases 
usually fall in group 2, while the larger arteries, such 
as the aorta, iliacs, or femorals, are primarily involved 
in the nondiabetic patient, and, therefore, these cases 
fall in group 1. The same amount of benefit can be 
expected from lumbar sympathectomy in both the 
diabetic and nondiabetic patient,’ depending upon the 
extent and completeness of the arterial, arteriolar, and 
capillary occlusion. 

The majority of patients resume a fairly active nor- 
mal life, and 75% of those operated on have definite 
relief from intermittent claudication. Increased exer- 
cise tolerance after sympathectomy possibly accounted 
for the large number of cardiac deaths that occurred 
from one month to five years after operation. It can 
be expected that advanced arteriosclerotic disease will 
also involve the coronary arteries. 

Seven patients who underwent sympathectomy re- 
quired major amputations (table 1). Three of these 
had difficult diabetic problems with extensive un- 
controlled infected gangrene. The other four patients 
were nondiabetic and required amputation because 
of severe ischemia, uncontrolled infected gangrene, 
and severe pain. Five of the seven patients were in 
soup 3. Three of the seven patients with amputated 
extremities had had previous unsuccessful minor am- 
putations of the toes. 


Comment 


The beneficial effect of lumbar sympathectomy can 
be predicted preoperatively by oscillometric readings 
ind skin temperature response to vasodilator tests. 
Nothing more should be expected from the operation 
than the increased ability of the collateral arterial 
pathways to dilate and form new channels and the 
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elimination of sweating. Competent treatment of con- 
comitant medical diseases and experienced surgical 
judgment in the care of the local surgical problems 
have saved many extremities from amputation. These 
special problems must be considered in each case. 

Not all patients with occlusive arterial disease of 
the lower extremities are advised to have sympathec- 
tomy. In the absence of necrosis or gangrene, of in- 
fection, and of advanced circulatory deficiency, most 
patients in groups 1 and 2 are placed on a regimen 
of conservative management for one month. Reevalu- 
ation of the circulatory deficiency is made then, and, 
if sufficient improvement is demonstrated, the treat- 
ment is continued. More than 75% of the patients 
showed satisfactory improvement; consequently sur- 
gery was not considered. 

In some cases there was a return of satisfactory 
oscillometric readings. Many of these patients, fol- 
lowed clinically for 5 to 15 years, have had no fur- 
ther trouble. Some, however, returned because of 
progressive arterial occlusion; these required sympa- 
thectomy. The operation will not effect the course of 
the arterial disease, but medical management to con- 
tro] lipoprotein metabolism and cholesterol deposition 
appears to be definitely beneficial to these patients 
and should thus be continued permanently. 

Lumbar sympathectomy benefits least those patients 
with advanced and extensive occlusion of the periph- 
eral circulation. The slow and limited improvement 
in circulation may be inadequate to prevent extension 
of the gangrenous process, to control the infection, 
or to promote the healing of wounds. This stage of 
the progressive disease must be evaluated preoper- 
atively in order to avoid unnecessary surgery. It is 
more humane to amputate a patient’s hopelessly in- 
volved extremity than to subject the patient to sympa- 
thectomy if this is only to be followed by amputation. 

The unsatisfactory results of lumbar sympathec- 
tomy, reported by some surgeons,” can be attributed 
to improper selection of cases for operation or failure 
to recognize the seriousness of the special problems 
concurrently present. Extension of a nondemarcated 
infected gangrenous process will not be controlled 
by local surgery or by sympathectomy. The viable 
tissue bordering an area of gangrene should not be 
disturbed until good demarcation from the nonviable 
tissue is apparent. Classic amputation and primary 
closure will result in rapid extension of gangrene: 
surgical trauma is especially damaging to tissues that 
are already ischemic. The opening of fascial planes 
and tendon sheaths while serious infection is present 
permits extension of the infection to deeper areas and 
spread of gangrene to previously viable tissue. In 
short, poor surgical judgment may well account for 
failures which are frequently attributed to lumbar 
sympathectomy. 

Summary 
Lumbar sympathectomy is of definite value in se- 


lected cases of occlusive arterial disease and of severe 
hyperhidrosis associated with recurrent serious infec- 


tion of the lower extremities. Classification of each 


case by objective oscillometric readings and skin tem- 
perature response to vasodilator tests provides a basis 
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for determining the benefit that may be expected 
from the operation. Complete medical and laboratory 
examinations should be made on all] patients selected 
for operation, for many diseases contribute to the se- 
verity of the peripheral arterial disease and to the 
operative risk. Special problems, such as infection, 
gangrene, diabetes mellitus, and cardiac disease, which 
require experienced medica] and surgical judgment. 
account for failures that are attributed frequently to 
the sympathectomy. 


8 S. Michigan Ave. (3). 
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THE GENERALIST AND THE INTERNIST 


E. Grey Dimond, M.D., Kansas City, Kan. 


I wish to discuss “generalism and specialism” and 
especially the general practitioner and the internist. 
I am not going to extol the specialist, nor am I in 
complete agreement with all the ambitions of the 
generalist. My specific intent is to point out the simi- 
larity of responsibility of physicians as generalists and 
as internists. I am suggesting that it is appropriate 
and timely that educators, leaders of the American 
Academy of General Practice, and those of internal 
medicine recognize that the evolution of medical care 
in this country will result in the terms “family doctor,” 
“general practitioner,” and “internist” all becoming 
synonyms. 

In Chicago, in February, 1956, a medical congress, 
the Congress of Medical Education and Licensure, 
was held. This meeting brought together practically 
every American mind concerned with the responsi- 
bility of the selection, education, licensure, and main- 
tenance of standards of today’s and tomorrow’s 
physicians. Expressed otherwise, the participants of 
the congress controlled the quality of medical care 
in the United States. This is not too large a statement. 
A moment of reflection concerning the make-up of the 
group would indicate that gathered in Chicago, 
contemplating the problems of American medicine, 
were representatives of all the licensing bodies in the 
United States, whether at the state board, national 
board, or American board level. In addition, there were 
present representatives of all the great funds and 
trusts, of the United States Public Health Service, the 
Army, Navy, and Air Force and of the small and large 
foundations. Policy-making members of organized 
medicine, as well as the educators responsible at the 
local level, and the deans, the assistant deans, and the 
professors were all present. 


Professor of Medicine, Chairman of Department, Director, 
Cardiovascular Laboratory, University of Kansas School of 
Medicine. 

Read before the Washington State Meeting of the American 
Academy of General Practice, Spokane, Wash., May 26, 1956. 


* The responsibilities of physicians, whether they be 
generalists or internists, are identical. In the evolu- 
tion of medical care in the United States, the terms 
“family doctor,” “general practitioner,’ and “‘intern- 
ist’ will all become synonymous. There is consider- 
able feeling that a man finishing medical school with 
the present training program simply cannot have 
mastered the broad aspects of family medical care. 
There appear to be three approaches to the solution 
of this medical education problem. First, there is the 
increasing opportunity for continuation of formal 
education throughout the career of the physician. 
Second, there is the stimulus in the requirements for 
membership in the American Academy of General 
Practice. Lastly, there is the requirement of a two- 
year residency in general practice, following the in- 
ternship. All of these seem to be attempts to “patch” 
a system of education which is not accomplishing the 
fundamental obligation: to prepare a physician for 
his role as “the family doctor.” 


Two-Year General Practice Residency 


Medical education in all of its parameters was dis- 
cussed and, among the many and able discussions, 
one comment was particularly surprising and repeti- 
tive: There was a general conviction that the graduate 
of our medical schools is not ready to practice medi- 
cine and that even after a year of internship there was 
considerable dissatisfaction with his actual prepared- 
ness for even the basic role of family physician. This 
was the spirit of much of the discussion, not in sm 
groups and private conversations, but in the major 
papers presented. 

The teachers simply did not think that a man can 
master enough of the general field of medicine in four 
years of medical school and the year of internship t0 
make him competent to be a true general practitioner. 
This opinion is evidently shared by a considerable 
number of the members of the American Academy of 
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General Practice. At the annual meeting in Cleveland 
in 1954, a resolution which would require two years 
of general practice residency for membership was 
tabled. At the Washington meeting, this resolution 
was voted down, but there evidently is a strong moti- 
vation within the organization ultimately to require 
a minimum of two years of general practice residency 
for membership in the American Academy of General 
Practice. 

Furthermore, the American Medical Association in 
its own printed description of “The Essentials of a 
General Practice Residency” states: 

It is recommended that this training be of two years duration 
beyond the internship. . . . In a residency of two years of 
training, a minimum of one year should be devoted to internal 
medicine and the medical specialties including psychiatry. The 
second year should include advanced training in obstetrics and 
pediatrics, including contagious diseases of four months each. 
\ny time that is devoted to general surgery and to surgical 
specialties should emphasize diagnosis, preoperative and post- 
operative care, minor surgery and emergency care. A program 
in which a majority of the resident’s time is spent in the operat- 
ing room cannot be considered as meeting the requirements of 
this type of residency. 


Note that this recommendation is for a two-year resi- 
dency beyond the internship: this is a recommendation 
to prepare a man for general practice. Note that only 
four months of this residency are devoted to surgical 
training, and note also the specially restricted stipula- 
tion concerning the nature of the training in surgery. 

If the teachers themselves do not feel that a man is 
ready to be a family physician when he graduates 
trom school, if the American Medical Association is 
spelling out so carefully a training program for gen- 
eral practice (which almost excludes surgery), if 
the American Academy of General Practice, although 
it did vote it down this vear. still has that strong 
undercurrent which may lead to a recommendation 
that membership require a general practice residency 
training, it would seem that we are in a peculiar and 
interesting dilemma. Our medical schools are graduat- 
ing students and awarding the doctor of medicine 
degree, and the state boards are licensing these per- 
sons with an unlimited license for medicine, surgery, 
and obstetrics. Yet, no one, the American Medical 
\ssociation, the American Academy of General Prac- 
tice, and the medical schools, really can endorse the 
persons as general practitioners unless they have three 
vears of additional training. A graduate from our 
present-day school is evidently not a generalist. nor 
is he a specialist. It, indeed. seems true that there is 
considerable feeling, not an admission but a statement 
of fact, that a man finishing medical school with the 
present training program simply cannot have mastered 
the broad aspects of family medical care. The present 
une-vear training effort, which is the format followed 
bv the American schools, is inadequate evidently in 
cither time or method. 


Solutions to Medical Education Problems 


What is being done about this? At the present time 
tremendous influence for good is being brought to 
dear by the development of postgraduate courses. 
Medical schools throughout the country are recogniz- 
ing that their responsibility to medical education does 
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not end with the senior year, but the school must reach 
out and offer to their graduates, for the rest of their 
professional lives, a continuing education. We have 
a motto at the University of Kansas School of Medi- 
cine: “Not four years but forty years.” By that we mean 
that our staff recognizes that we are not teaching the 
boys for four years, but that as teachers we have the 
additional obligation to maintain a quality program 
of graduate education for the physicians in our region- 
al area for the rest of their professional lives. 

The second factor which is helping to rectify our 
present medical education system is that the American 
Academy of General Practice is requiring continued 
education for membership and is developing its own 
postgraduate opportunities. 

The third approach that is being recommended, as 
I have indicated above, is the gathering endorsement 
by the American Medical Association, the medical 
schools, and the American Academy of General Prac- 
tice that a residency be required for general practice. 

Two of these solutions, the increasing opportunity 
for continuation of formal education throughout the 
career of the physician and the stimulus afforded by 
the American Academy of General Practice in re- 
quiring, for membership, concrete evidence of partici- 
pation in such continuing education efforts, are 
extremely important and have had a tremendous effect 
on the vitality of medicine in the United States. 

The third solution, to require a residency of two 
vears beyond the internship, on examination seems to 
be the obvious solution to the problem. If the graduate 
needs more time to master the complexity of medicine. 
give him more time. How? Simply use the proved 
format of a residency program. Has it not been success- 
ful in establishing the quality of the orthopedist, the 
ophthalmologist, and the radiologist? What would the 
general practitioner be trained in during these two 
years? Diagnosis, psychosomatic medicine, therapeu- 
tics, obstetrics, and surgery. However, note that the 
general practice residency suggested by the American 
Medical Association is quite restrictive with regard to 
surgical experience. If the general practitioner wants 
to perform surgery, he will need more training, a third 
or fourth year. If he decides that he will not perform 
surgery but just family practice, how does he differ 
from an internist? 


Family Physician 


Such musing and analyzing of the obvious com- 
plexity of this third solution and the alarming length- 
ening of the required training program suggests that 
some critical review is warranted. 

It appears that at the present time in most areas in 
the United States we are awarding the doctor of 
medicine degree upon graduation and that the physi- 
cian is fully licensed, with or without an internship, 
and legally able to practice medicine, surgery, and 
obstetrics. However, all seem agreed that this graduate 
of four years of premedical education and four years 
of medical school should actually receive a restricted 
degree. It appears that an internship and an additional 
two years of residency is a minimum recommendation, 
and, if surgery privileges are desired, still further 
training is required. 
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In making our analysis, let us ask: “What is a gen- 
eral practitioner?” Ideally, a general practitioner is a 
physician particularly skilled in diagnosis and therapy. 
He is kindly, he is sympathetic, he is dependable. He 
is adept in psychosomatic medicine. He is keenly in- 
terested in the individual patient, and he is capable 
of handling most problems of the patient’s health, 
whether medical, obstetric, or surgical. 

What is an internist? He would seem to qualify for 
the above specifications with the exception that he, 
the internist, does not perform obstetrics or surgery. 
The proponents for the general practitioner would be 
quick to point out that there are two other specifica- 
tions which a general practitioner offers uniquely: 
dependability and a keen interest in the individual 
patient. 

The internist, in turn, would have a suitable rebut- 
tal. In fact, the spokesmen for these two groups, in 
their enthusiasm for their own cause, do little but 
aggravate the situation. For example, at the 1954 
Cleveland meeting of the American Academy of Gen- 
eral Practice, the delegate from Arkansas made the 
following comment: 

Who will be the patient’s friend? That is part of the treat- 
ment and if you don’t believe me, you have a lot to learn. Are 
we to have six technicians to treat a patient, when one man 
broadly educated in the total science of medicine can do this 
effectively? Why should the patient be subjected to six spe- 
cialists, when his family doctor could do most, or all of these 
things? No wonder a howl of derisive laughter goes up when a 
radio punster describes a consultation as a case where a wealthy 
man is ill a doctor walks in and says, “well, well, here’s a sick 
man with lots of dough—let’s call in all our friends.” 

And the spokesman for the internists, Russell Lee, 
of the Palo Alto Clinic, a large organization of 100 or 
more physicians, all specialists, in an editorial in the 
Annals of Internal Medicine in October, 1953, said: 

. . . the internist should be the personal physician and with 
rare exceptions the personal physician should be an internist. 
The desirability of integration and coérdination within the 
profession is too obvious to require comment, and in this group 
I think it would be well agreed that the internist is the one to 
do the job. We must assume more responsibility for integration 
of our already dangerously fragmented profession. The rdéle of 
the internist is like that of the conductor of a symphony 
orchestra. It is for him to see that harmony and not discord 


results from coérdinated activity of the individual performers— 
including the prima donnas, if such there be in the case. 


Relationship of General Practitioner and Internist 


What is the present relationship of the generalist 
and the internist? In a large, urban center the follow- 
ing seems to happen. First, the general medicine man, 
with the passage of time, occupies himself less and 
less with obstetrics and surgery. The reasons for this 
in city practice are threefold: 1. Because of the avail- 
ability of trained obstetricians and surgeons the pa- 
tients themselves turn from the general practitioner 
and seek out the specialist's care. 2. In increasing 
numbers, hospitals, and particularly urban hospitals, 
are requiring specific, formal evidence from the physi- 
cian of his competence. This acts as a surgical barrier 
for the general practitioner. 3. The general practi- 
tioner, of his own volition, as he ages and prospers, will 
limit his practice to expressly exclude obstetrics. 
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On the other hand, the young internist, practicing 
in the city after three years of intensive residenc 
training, in which he has developed such unusual skills 
as the ability to identify peri-infarction block, Wolf. 
Parkinson-White syndrome, and nodular nonsuppura. 
tive panniculitis (Weber-Christian disease), soo, 
finds, after entering his practice, that his patients do 
not have these exciting medical rarities but have 
family and occupational problems, colds, and diarrhea 
and need injections and sympathy. If he is successful, 
he will soon find that he is actually the family physi- 
cian for his own group of patients. Although his train. 
ing did not include pediatric experience, he will be 
taking care of the children of his adult patients and. 
from time to time, will find himself closing small 
wounds by suture. He will be handling his own 
gynecology problems and actually will restrict himself 
only from hospital surgery and obstetrics. 

In other words, here are two men entering the city 
practice of medicine in 1956. One is an internist and 
one is a general practitioner. By the time these two 
men are 50 years of age and each has prospered, it 
will be difficult to tell which is the internist and which 
is the generalist. They will both have become famih 
doctors. Time will grind them smooth, and, as the 
internist builds a family practice, he will give family 
care, including treatment of adults and children and 
of geriatric, gynecologic, and ear, nose, and throat 
problems as well as the performance of occasional 
minor surgery. As the general practitioner succeeds. 
he will restrict his obstetric responsibility and be re- 
stricted in his surgical opportunities. His area of 
practice will be identical with that of the internist. 

In reply to this, one may say: “But what about the 
small town or village? Who else but the general prac- 
titioner is willing and able to offer medical care in 
these areas?” These questions can be answered by 
several facts. It is true that the best and only medical 
care available today in many great rural areas of the 
United States is provided by the general practitioner 
However, one must consider what is the national 
progression and evolution of medicine. Within the 
passage of only a few years, internists, pediatricians. 
surgeons, and obstetricians will be settling in those 
areas which today are called isolated and rural. Clinic 
groups are already prospering in amazingly smal 
towns. In other words, specialism is not only a cit) 
product—already there are few areas which are truly 
remote from internists, pediatricians, and surgeons. 

In the past six years, I have seen trained internists 
open offices and prosper in Kansas towns of less that 
5,000 people. Justifications for major surgery by get 
eral practitioners because of a patient’s isolated ci 
cumstance immediately provokes a trained surgeon t0 
recall the fact that our military forces, 7,000 miles from 
the United States in Korea, were able to offer imme 
diately to their battle casualties the care of trained 
surgeons. Such a fact reminds us that communicatio! 
and transportation are available and that true isolatio 
is a problem for only a small segment of our popul 
tion. With the present-day mobility of both patien' 
and physicians, the very readily available means 
communication, and the wide dispersion of physicial™ 


the 
to | 
fan 
inte 
edt 
nes: 
inte 


obli 


ES 
al 
| 
x 
mn 
a 
ve us 
be 
it 
| 
bi 
to 
| 
sis 
is 
Sal 
: su 
me 
ph 
un 
| pre 
dis 
en 
rec 
ab) 
| citi 
mo 
| ant 
tric 
| 


‘icing 
lency 
skills 
Volff. 
pura- 
$00n 
ts do 
have 
rrhea 
ssful, 
vhysi- 
train- 
ill be 
small 
own 
mself 


e city 
t and 
2 two 
ed, it 
which 
amil\ 
the 
amily 
and 
‘hroat 
sional 
seeds, 
ne Te- 
ea of 
ist. 

at the 
prac- 
ire in 
by 
edical 
of the 
ioner 
tional 
n the 
cians, 
those 
Clinic 
small 
a city 
truly 
ons. 

arnists 
; than 
y gen- 
d cil 
eon to 
; from 
imme- 
ained 
cation 
ation 
ppula- 
tients 
ins of 


sicians 


Vol. 164, No. 12 


trained in the specialties, the day is rapidly approach- 
ing when it will be a rare area which does not have 
access to a specialist in some field. Do not forget that I 
am speaking of the evolution of medical care, not of 
what is practical today. 


Personal Physician Responsibility 


What am I saying? Am I attempting to point out 
the end of the general practitioner? Am I saying that 
no man can safely proclaim proficiency in all fields of 
medicine? Yes, and no. I am making the following 
point. No matter what evolves in terms of medical 
care, the essence of that care must be in the hands of 
4 patient’s own personal physician. Clinics may pros- 
per, greater specialization may occur, but still all of 
us who actually take care of the sick know that the 
ultimate responsibility for this care and advice must 
be in the hands of a single physician. This is true and 
it emnot be denied. This personal physician responsi- 
bility now, and in the future, seems to be the objective 
today of both him whom we call a general prac- 
titioner and him whom we call an internist. 

Present-day preparation for general practice con- 
sisting of a medical degree and a 12-month internship 
is evidently inadequate training for a physician to be 
safely qualified in diagnosis, therapy, obstetrics, and 
surgery. The present-day preparation for internal 
medicine of four years of training beyond medical 
school is superb training for the role of the family 
physician. However, a man so trained finds himself 
untble to handle and restricted from handling the 
problems of a family physician outside the areas of 
diagnosis and nonsurgical therapy. By his very pres- 
ence in the community, the internist as a family doctor 
requires other members of the specialties to be avail- 
able. For the present, the internist must practice in 
cities or in groups, or else, as he often does, he will 
modify the original intent of his pure internal medicine 
and as a family physician will be internist, pedia- 
trician, gynecologist, and minor surgeon. 


Comment 


| am suggesting that the ambitions and objectives of 
the American Academy of General Practice, namely, 
to preserve for the good of the patient the role of the 
family physician, is the same dedication as that of the 
internist. | am suggesting that the program of medical 
education must be modified. so that the obvious same- 
ness of intent of the general practitioner and the 
internist to be a family physician will be the basic 
obligation of the medical education. The person re- 
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ceiving the doctor of medicine degree should receive 
the degree as a warrant that he is a family physician. 
that he is ready and able as a family physician. 

In spite of the increased complexity of modern 
medicine, it seems wrong to suggest that the proper 
solution to today’s problem is one of simply adding 
more residency program to an already alarmingly 
long nine years. To suggest that it requires 11 or 12 
years (plus 2 more years for military duty) before a 
man is properly a generalist and then to add 2 or 4 
more vears to become a specialist would indicate that 
the available time is not being profitably used. We, 
as physicians, must ask ourselves why we cannot 
take an 18-year-old boy and in the nine vears presently 
available to us prepare him to be legally and morally 
a licensed and capable family physician. 

The fact that the man leaving medical school today 
is not a fully polished general practitioner must be 
accepted, I believe. The fact that residency and post- 
graduate courses are required to obtain this polish 
would suggest that a careful scrutiny be made of our 
nine presently available years. 

Would it not be better if, throughout the nine vears, 
a continuing, parallel contact with the sick and the 
arts, with human beings and humanities, with phys- 
iology and philosophy, and with ideas, ideals, “id,” 
“ism,” and “itis” were possible? Can we not begin the 
deepening experiences of medicine earlier and contin- 
ue the enlightening advantages of the liberal arts long- 
er? Could we not better develop a mature, motivated, 
cultured physician if we totally reevaluated the 
present program rather than patching it with addi- 
tional years of residency? There must be made avail- 
able channels into the research areas for the young 
student. Programs equally attractive and rewarding 
must be developed so that a man can be scientifically 
fruitful during his creative, youthful vears. 

In summary, I am suggesting that with the passage 
of time the general practitioner will have to modify 
his intention and accept some of the restrictions which 
are required by the overwhelming complexity of medi- 
cine. I have no brief for the concept that a physician 
is stigmatized if he is not permitted to do surgery. I 
suggest, also, that internal medicine must liberalize its 
intent. I am suggesting that within the next few years, 
through extensive curriculum modifications and 
through sympathetic understanding of common objec- 
tives, that the family physician, the generalist, and 
the internist will become one. 


University of Kansas Medical Center (12). 


Packaged Water.—Experience during the floods of hurricane Diane in Stroudsburg, Pa., in 
August, 1955. has led the way to a new method of providing an emergency water supply. The 
Federal Civil Defense Administration, with the cooperation of the dairy industry and milk 
container manufacturers, has developed a plan to use paper milk cartons for packaging water in 
cases of emergency. Under the plan the civil defense director in a community where the water 
supply has failed would make arrangements with the nearest dairies still in operation for packag- 
ing and shipping drinking water in milk cartons to his community. As tried out by Stroudsburg 
with Allentown Dairies, the plan was found to be highly satisfactory. A brief leaflet entitled 
“Drinking Water” PA-F-5, describing this procedure is available from the Federal Civil De- 
fense Administration, Battle Creek, Mich.—Packaging Water in Emergencies, American Jour- 


nal of Public Health, December, 1956. 
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SEPTIC ARTHRITIS AS A COMPLICATION OF ORALLY GIVEN 
STEROID THERAPY 


Lewis C. Mills, M.D., B. F. Boylston, M.D., James A. Greene, M.D. 


and 


John H. Moyer, M.D., Houston, Texas 


With the increased use of cortisone and corticotropin 
(ACTH) in the treatment of various disease states, 
complications of therapy have been more frequently 
observed. The more common complications such as the 
development of adrenocortical hyperfunction (Cush- 
ing’s disease ), sodium and water retention, and mental 
disturbances are well known. Less frequently there 
may be exacerbation or perforation of peptic ulcers,’ 
perforation in other parts of the intestine,” poor wound 
healing,” development of abscesses ** or decubitus 
ulcers,* and activation or spread of existing infections 
such as tuberculosis.* Patients with infections such as 
pneumococcic pneumonia may feel well while receiv- 
ing cortisone, even though blood cultures remain posi- 
tive and the consolidation and infection in the lung 
persist.” Pain responses may also be diminished; 
for example, the patient who has a perforation of a 
peptic ulcer during steroid therapy may have only 
minimal pain associated with it.’ In addition, the usual 
signs of inflammation such as heat, redness, and tender- 
ness of superficial inflammatory lesions may be min- 
imal even though the destructive process continues.* 
Recently two patients have been observed in whom 
septic arthritis occurred during treatment with steroids 
and in whom the diagnosis was considerably delayed 
because of the minimal signs of inflammation. 


Report of Cases 


Case 1.—A woman, aged 34, was well until 1942. At that 
time she began to have intermittent migratory joint pains. 
In 1950, a positive L. E. cell phenomenon was found, and a 
diagnosis of disseminated lupus erythematosus was made, She 
was treated intermittently in 1950 and 1951, with corticotropin 
or cortisone, and this resulted in temporary remissions of her 
symptoms. In November, 1951, she was admitted to another 
hospital in an acute crisis of lupus erythematosus. This was 
associated with pericarditis, heart failure, and renal insuffici- 
ency, the latter being manifest by a nephrotic-like syndrome 
and nitrogen retention. She received cortisone and nitrogen 
mustard therapy, which resulted in remission of her symptoms, 
although evidence of renal damage persisted. This remission 
continued until October, 1954, when she was hospitalized else- 
where because of continued renal difficulty. Biopsy specimens 
from both kidneys were stated to show the typical changes of 
lupus erythematosus. Injection of 200 mg. of hydrocortisone 
into the left renal artery at the time of the biopsy produced 
only a further decline in function of the left kidney. Subse- 
quently the patient received 100 mg. of cortisone daily. 

In December, 1954, the patient was referred to this institu- 
tion for further treatment. Papilledema was present and the 
conjunctivas were injected. The arterial pressures were 170 mm. 
Hg systolic and 110 mm. Hg diastolic. The left ventricle was 
enlarged and an apical systolic murmur was present. Small 


From the Department of Medicine (Drs. Mills and Greene ); 
the Department of Surgery, Orthopedic Section, (Dr. Boylston ); 
and the Department of Pharmacology, (Dr. Moyer), Baylor 
University College of Medicine, Texas Medical Center. Dr. 
Mills is now from the Section of Endocrinology and Metabolism 
and Dr. Moyer from the Department of Medicine, Hahnemann 
Medical College and Hospital, Philadelphia. 


* Septic arthritis developed in two patients while 
they were on steroid therapy. One, a woman aged 
34, had received corticotropin, cortisone, hydrocor- 
tisone, and prednisone at various times over a period 
of years in the treatment of lupus erythematosus. The 
severe, destructive septic arthritis that developed 
about the left knee was remarkable because of the 
absence of pain and fever. It was successfully treated 
with chloramphenicol and streptomycin. The other 
patient, a man aged 54, had a recurrent generalized 
exfoliative dermatitis treated at various times with 
prednisone, corticotropin, and hydrocortisone. The 
septic arthritis that developed in this patient involved 
one knee and both hands and resulted in complete 
dislocation of the left index finger; it was likewise 
characterized by comparative freedom from either 
pain or fever. It is very difficult in such cases to dis- 
tinguish a developing septic arthritis from a preexist- 
ing arthritis for which the patient is being treated. A 
diagnostic aspiration of material from the affected 
joints should be done early. 


amounts of pleural effusion were noted at both lung bases, The 
liver was palpable 4 cm. below the right costal margin and, 
although a moderate amount of ascites was present, there was 
no peripheral edema. The blood urea nitrogen level was 38 
mg. per 100 cc., albumin 3.6 Gm., globulin 2.3 Gm., and 
hemoglobin 8.1 Gm.; the red blood cell count was 2,600,000 
per cubic millimeter and the white blood cell count 8,700, with 
a normal differential count. The patient was given 80 mg. of 
hydrocortisone daily. On this regimen she felt fairly well until 
May, 1955, when she began to have increasing joint pains and 
urticaria, For this reason, 20 mg. a day of prednisone was 
added to the therapy. Two months later she developed marked 
inflammatory changes in the right wrist joint and increased 
urticaria. The dose of prednisone was increased to 30 mg. per 
day and that of hydrocortisone decreased to 60 mg. per day. 
One month later the joint and systemic manifestations increased 
and the dose of prednisone was increased to 100 mg. per day 
and use of hydrocortisone was discontinued, After one week 
of this therapy, local and systemic manifestations improved and 
the dose was gradually diminished to 50 mg. daily. 

This remission continued for two months but was inter 
rupted by the development of severe bilateral lower abdominal 
pain associated with nausea and vomiting. At the time of the 
patient’s admission to the hospital the arterial pressures wer 
110 mm. Hg systolic and 50 mm. Hg diastolic. The pulse rate 
was 80 beats per minute and the body temperature was 97.5 F 
(36.5 C). Tenderness was present over most of the abdomen, 
but it was more marked in the right lower quadrant, wher 
some muscle guarding and rebound tenderness were noted. 
Peristaltic sounds were diminished. A profuse uterine cervicé 
discharge with acute pain on movement of the cervix W% 
found to be present, but no masses were noted. The heme 
globin level was 11.0 Gm. per 100 cc.; red blood cell coun! 
was 5,300,000 per cubic millimeter and the white blood cell 
count 7,500, with 73% mature neutrophils, 5% band cells, 
20% lymphocytes, and 2% monocytes. A few hours after ad- 
mission to the hospital the patient was observed to have 
oliguria and hypotension, with an arterial pressure of 75 m". 
Hg systolic and 40 mm. Hg diastolic. The serum sodium level 
was 126 mEq. per liter. With administration of phenylephrine 
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and hypertonic saline solution, the blood pressure increased 
+) 125 mm. Hg systolic and 82 mm. Hg diastolic, and renal 
function improved. On the third hospital day a mass was 
palpated in the pelvic cul-de-sac. At this time the patient's 
ody temperature was 100.2 F (38C) and the white blood 
cell. count 18,800 per cubic millimeter, with 72% mature 
neutrophils, 22% lymphocytes, and 2% monocytes. A colpotomy 
was done and a large amount of sanguinopurulent material was 
removed, Culture of this material demonstrated Aerobacter 
yerogenes, Proteus species, and Klebsiella pneumoniae, which 
were sensitive to streptomycin, chloramphenicol, and _tetra- 
vcline. With tetracycline therapy, 250 mg. every four hours 
ond drainage of the pelvic abscess, she improved. With the 
weption of the third hospital day, the patient remained 
afebrile. Since cultures of the uterine cervical discharge prior 
t) surgery had also revealed Proteus species and Aerobacter 
aerogenes, it was thought that an endometritis with peritoneal 
Jeakage and abscess formation was the most likely etiology of 
the pelvic abscess. When the patient was discharged on Nov. 
16. 1955, she felt relatively well and was on maintenance 
therapy of 50 mg. of prednisone daily. 

She continued to do well until Jan. 1, 1956, when she de- 
eloped an agitated depression, thought to be related to the 
steroid therapy. Therefore, the dose of prednisone was gradually 


Fig. 1 (case 1).—Lateral subluxation of tibia on femur, with 
pparent narrowing of joint space. 


educed to 25 mg. per day. On Feb. 8, 1956, the left knee 
gan to swell and became painful and warm. This was 
nought to be due to an exacerbation of lupus erythematosus. 
Although the amount of prednisone was increased to the pre- 
lous dose of 50 mg. per day, there was no change in the 
ndition of the left knee joint. One week later slight swelling 
t the left ankle appeared, without tenderness or increase in 
«al temperature, and she was given 80 units of corticotropin— 
inc hydroxide daily for one week, in addition to the prednisone. 
wo weeks after the initial swelling of the left knee joint, 
ie left leg and foot became moderately swollen, slightly warm, 
id tender, and a diagnosis of thrombophlebitis was made. 
ierapy with prednisone, 50 mg. per day, was continued 
‘ a alteration in the condition of the left leg and knee 
ONT, 

On March 12, 1956, redness and evidence of cellulitis were 
wted for the first time in the left calf. Spontaneous draining 
uses rapidly appeared, one just above and behind the medial 
nalleolus and a second on the medial aspect of the calf in the 
tal part of the popliteal space. The body temperature was 
52 F (37C) and the remainder of the physical examination 
‘s unchanged from that of previous visits. The white blood 
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cell count was 16,300 per cubic millimeter, with 82% mature 
neutrophils, 5% band cells, and 13% lymphocytes. Cultures from 
the abscesses revealed the organisms to be Micrococcus pyo- 
genes var. aureus and Pseudomonas aeruginosa, which were 
sensitive to erythromycin, chloramphenicol, neomycin, chlor- 
tetracycline, and streptomycin. The patient was given chlor- 
amphenicol and streptomycin. The same organisms were grown 
from pus aspirated from the left knee. 

The orthopedic consultant found the sinuses to be communi- 
cating, and a profuse amount of foul pus was draining from 
them. The left knee and calf were considerably swollen but 
not tender, either on pressure or on motion. The knee was 
unstable in all planes and its appearance resembled that of an 
early Charcot joint, with swelling, synovial thickening, gross 
instability, and remarkable absence of pain. Roentgenograms 
(fig. 1) revealed little in the way of positive findings except 
for soft tissue swelling and lateral subluxation of the tibia on 
the femur. There was no decalcification or evidence of bone 
destruction. 

A single incision was made to connect the two sinuses and 
was continued proximally and medially into the popliteal space 
to the site of the original abscess cavity. The gastrocnemius 
muscle was necrotic and obviously destroyed. This was ex- 
cised at its insertion into the tendon and proximally from the 
femoral origins and dissected from the soleus. A hole in the 
posterior capsule of the knee, about 5 by 5 cm., was then 
identified in the region of the medial femoral condyle. It then 
became obvious that a septic process in the knee had ruptured 
through the capsule posteriorly and decompressed itself into 
the calf. The knee was then opened through a medial para- 
patellar incision and thoroughly cleansed of fibrin, and the 
walled-off compartments in the suprapatellar pouch were 
separated, Catheters were sutured to the synovial membrane 
for irrigation. The posterior wound was packed open and a 
posterior splint applied. 

Five days later the lower leg wound (fig. 2) was sufficiently 
clean and granulating to allow through-and-through closure 
of the overlapping skin and obliteration of the dead space. 
Three weeks later, because of continued swelling of the knee, 
the synovial membrane was marsupialized in the medial 
parapatellar wound. Posterior drainage had not proved ade- 
quate. The limb was placed in a circular cast. Cultures at 
this time revealed Pseudomonas aeruginosa which was resistant 
to all antibiotics. In spite of the severe infection and tissue 
necrosis, the patient felt relatively well and remained afebrile 
during her entire hospital course. 


Case 2.—A 54-year-old male was first seen in consultation 
on Feb. 1, 1956, because of a generalized exfoliative derma- 
titis. He had been well until June 6, 1955, when he had noticed 
lesions on the skin behind both ears; however, he stated that 
he had had similar skin lesions 4, 6, 8, and 17 years previously. 
A diagnosis of neurodermatitis had been made in June, 1955, 
and symptomatic therapy had been given, without benefit. In 
October, 1955, because of continued progression of the skin 
lesions, prednisone was given for several days, with slight 
improvement, In December, 1955, another course of steroid 
therapy was given, again with improvement, but treatment 
was discontinued because abscesses appeared in both olecranon 
bursae. These were drained and cultures revealed M. pyogenes 
var. albus. With institution of antibiotic therapy, the abscess 
cavities healed but an exacerbation of the skin lesions oc- 
curred. The patient was started on treatment with corticotropin 
and prednisone, with temporary improvement of the skin 
lesions. 

In spite of continued therapy, the skin lesions again became 
worse, and the patient was admitted to the hospital on Feb. 1, 
1956, for further treatment. The patient had extensive exfolia- 
tive dermatitis and generalized lymphadenopathy. The hemo- 
globin level was 11.9 Gm. per 100 cc.; the red blood cell count 
was 3,100,000 per cubic millimeter and the white blood cell 
count 22,400, with 5% mature neutrophils, 25% band cells, 
34% metamyelocytes, and 4% basophils. A lymph node biopsy 
was interpreted as showing reticular hyperplasia, and cultures 
revealed M. pyogenes var. aureus. Findings in a biopsy of the 
skin were interpreted as being compatible with a diagnosis of 
malignant lymphoma but were not definitely diagnostic. The 
patient received corticotropin and prednisone for treatment of 
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the skin lesions, and, because of breakdown and drainage from 
the olecranon bursae and the positive lymph node culture, 
oxytetracycline was also given. In addition, the patient received 
a trial course of therapy with triethylene melamine, but this 
was ineffective in altering either the hematological abnormali- 
ties or skin lesions. On March 2 and 3, 1956, the patient was 
given 100 mg. of hydrocortisone, and then 50 mg. was given 
daily. Use of prednisone and corticotropin was discontinyed. 
The patient improved on this treatment and was discharged 
from the hospital. 


Fig. 2 (case 1).—Extent of abscess cavity which involved 
entire popliteal space and calf. 


On March 16, 1956, because of continued progression of the 
skin lesions, body temperature of 100 F (38 C), and swelling 
of the left knee and proximal interphalangeal joints of both 
hands, the patient was readmitted for further treatment and 
study. The white blood cell count was 16,000 per cubic milli- 
meter, with 16% mature neutrophils, 59% band cells, 2% meta- 
myelocytes, 5% myelocytes, 4% promyelocytes, 4% myeloblasts, 
2% eosinophilic myelocytes, 7% lymphocytes, and 1% monocytes. 
Roentgenograms of the right hand revealed a flexion contracture 
of the interphalangeal joint of the right thumb and soft tissue 
swelling of the proximal interphalangeal joint of the right index 
finger. Roentgenograms of the left hand revealed flexion con- 
tractures of the proximal interphalangeal joint of the left index 
finger and the metacarpophalangeal joint of the left thumb. In 
addition, an abnormality of the bone texture was noted in the 
second and third phalanges of the left index finger. Hormone 
therapy was continued, using 60 mg. of hydrocortisone and 
20 units of repository corticotropin injection daily. Oxytetra- 
cycline, 500 mg. every six hours, was also given. With this 
therapy the swelling of all areas except the proximal inter- 
phalangeal joint of the left index finger began to subside. This 
joint became more swollen and fluctuant, and roentgenograms 
(fig. 3) revealed complete dislocation, with minimal destruc- 
tive and proliferative bone changes. Purulent material was 
aspirated from the joint, and gamma streptococci sensitive to 
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oxytetracycline were cultured. With the exception of a bog 
temperature of 100 F on admission and 100.6 F on one subs. 
quent day, the patient was afebrile during his hospital gy 

The orthopedic consultant noted that the proximal inte. 
phalangeal joint of the left index finger (fig. 4) was swolle, 
held in 60-degree permanent flexion contracture, and nonpajp. 
ful on manipulation. The proximal joints were also swollen hy 
not permanently contracted. Exploration revealed dislocation 
the joint, with periosteal stripping of the distal one-third of ¢, 
proximal phalanx. A small amount of pus was encountered, Thy 
distal one-half of the proximal phalanx was excised and {ly 
cartilage removed from the middle phalanx. The index fing, 
was then incorporated in plaster with traction. . 


Comment 


True septic arthritis in adults has been a relative) 
rare occurrence since the advent of antibiotics. In th 
first patient reported on, there was no obvious soure 
of the infection in the knee, and, since the organism 
isolated from the previous pelvic abscess were differei 
from those found in pus from the knee joint, ; 
seemed unlikely that there was metastatic spread fro 
this source. Again in the second patient, it was thougii 
that the septic arthritis was an incident in an unrecoz 
nized bacteremia. 

It seems likely that the development of septic «: 
thritis in both of these patients was related to steroit 
therapy, although in 16 of 38 cases of lupus erythem: 
tosus in which steroids had not been given, at autops 
death was thought to have been due to infection.’ Thi 
suggests the possibility that the unusual susceptibilit 
of the first patient to infection may have been in put 
related to the underlying disease; however, the rathe 
minimal local and systemic reaction to the infectiw 
suggests that the steroid therapy played a major rok 
in the spread and continuation of the process. 

Experimental studies in regard to the effects ¢ 
steroids on infection and inflammatory processes have 
shown conflicting results varying with the « 
perimental procedure used, the animal species, or th 
type of inflammation produced. The usual effect pr 
duced by steroids has been an inhibition of the loc: 


Fig. 3 (case 2).—Complete dislocation of proximal inte! 
phalangeal joint. 


response, in that there have been fewer clinical sig 
of inflammation, less cellular response, and a defect" 
granulation tissue response *; however, in spite of this 
tissue necrosis has occurred frequently. When varie! 
bacteria have been injected into the skin, there usual] 
has been a failure of localization in the hormone-tt# 
ed animals in contrast to the controls, with the re" 
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that bacteremia and death have occurred much more 
frequently.'” In experimental pneumonia,"’ cortisone- 
treated animals have shown increased edema in the 
lungs; increased numbers of bacteria, with actual 
colony formation in some; delayed appearance of 
polymorphonuclear neutrophils; and increased necro- 
sis, as compared to the controls. Cortisone-treated 
animals died much sooner than the controls but had 
fewer physical signs of the infection. 

It has been suggested by Menkin'* that, in the 
presence of alkaline exudates, cortisone prevents leu- 
kotaxine from increasing capillary permeability and, 
conversely, with acid exudates, corticotropin prevents 
“exudin” from increasing capillary permeability. This 
may be in part the explanation of the relatively slight 
inflammatory response and diminished cellular infil- 
tration seen in experimental and clinical lesions. 

The effect of cortisone and corticotropin on antibody 
p-oduction is not clear at the present time. For ex- 
ample, in cortisone-treated animals injected with hemo- 
lytic streptococci, there was no inhibition of the rise 
of antistreptolysin O titers “*; however, in animals given 
egg albumin to produce the Arthus phenomenon, there 
was a significant depression of antibody formation in 
the cortisone-treated group.'* Fischel,"* from a review 
of the literature, and from his own experimental data, 
has concluded that cortisone inhibits antibody syn- 
thesis in certain circumstances. 

The experimental data suggest that the increased 
incidence of infection, the increased tendency for in- 
fections to disseminate, the development of serious 
infections from ordinarily minor lesions such as furun- 
cles, and the increased incidence of infections due to 
organisms of low virulence seen in patients receiving 
these hormones may be due to failure of the primary 
tissue involved to localize the infection in the normal 
fashion. In addition, steriods may in some way increase 
the susceptibility of certain tissues to infection, and 
Friedlander '° has reported that the incidence of arth- 
ritis in mice after intravenous injection of streptococci 
can be greatly increased by concurrent treatment with 


_cortisone. In his study the incidence in the control 


animals was 15%, while in the eortisone-treated group 
it was 76%. 

The inhibition of the local tissue responses by 
steroids may lead to increased difficulties in diagnosis. 
In both patients reported on here, the diagnosis of 
septic arthritis was delayed because of the minimal 
associated signs of. inflammation. In the first patient 
the onset of arthritis occurred during the reduction of 


' the dose of prednisone and was thought initially to be 


due to an exacerbation of lupus erythematosus. In the 
second patient, one of the diagnoses being considered 
was that of collagen disease, and the arthritis originally 
was thought to be on this basis rather than due to in- 
fection. In the first patient there was never any ele- 
vation of the body temperature with the episode of 
septic arthritis and extensive infection of the leg, and 
in the second patient only a minimal elevation of body 
temperature for two days was present. In both patients 
elevation of the white blood cell count was minimal 
aid could have been easily explained with the degree 
o! other involvement present. 
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Since it is impractical to give continuous antibiotic 
therapy to most patients receiving steroids or corti- 
cotropin for prolonged periods, and since it may be 
very difficult in these circumstances to differentiate 
septic arthritis from other types of arthritis for which 
the patient may be receiving steroids, early aspiration 
of material from affected joints for diagnostic purposes 
is extremely important. This would be especially true 
in patients with arthritis who have an exacerbation of 
joint disease but who fail to have a prompt sympto- 
matic and objective response to adequate steroid 
therapy. In addition, the complications observed in 
these two patients should serve to further emphasize 
the point that steroid or corticotropin therapy, although 
producing marked symptomatic improvement in cer- 
tain infections, may have little or no beneficial effect 
on the basic disease process. 


Fig. 4 (case 2).—Marked swelling and contracture of provxi- 
mal interphalangeal joint of index finger. 


Summary 


Septic arthritis developed in two patients while they 
were on steroid therapy. In both patients the usual 
local signs of pyogenic arthritis were minimal, as was 
the degree of systemic reaction. Early aspiration of 
material from affected joints should be done for diag- 
nostic purposes in patients who develop arthritis while 
on steroid therapy or in whom response to increased 
and adequate steroid dosage is delayed. 


235 N. 15th St. (Dr. Mills) 
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MEDICAL NOTES ON A GREENLAND ICE CAP EXPEDITION 


Robert W. Christie, M.D., Upton, N. Y. 


In 1955 a scientific expedition, completely isolated 
on the Greenland Ice Cap for 100 days, provided me, 
as the physician member of the expedition, with in- 
formation which may be of interest to physicians 
participating in polar explorations during the Inter- 
national Geophysical Year and to those interested in 
the effects of unusual environments on man. 

Project 12 of the Snow, Ice, Permafrost Research 
Establishment, a small highly organized group of 
scientists, carried out varied activities of an investi- 
gative nature in an environment in which moderately 
severe temperatures (31 F to —30 F) and medium alti- 
tudes (to 12,000 ft.) prevailed. This group of six men, 
ranging in age from 21 to 31 years, traveled almost 
1,200 miles in four full-track vehicles (weasels) and 
successfully collected scientific data in the fields of 
glaciology, geophysics, bacteriology, physiology, and 
mechanical engineering without serious mishap. 
About 400 of the 1,200 miles were through unexplored 
portions of the central Greenland Ice Cap. The expe- 
dition members were selected for their ability to 
contribute to the project from the standpoint of navi- 
gation, vehicular maintenance, communications, med- 
ical care, and logistics. 

During the total period in which I was associated 
with the other expedition members, both in the stag- 
ing phase and while actually on the Ice Cap, there 
were 61 medical visits. The highest number of con- 
sultations by a single member of the expedition was 
22; the lowest number was 2. The medical problems 


Assistant Pathologist, Medical Department, Division of Ex- 
perimental Pathology, Brookhaven National Laboratory. 


¢ Six men were isolated for 100 days, during which 
they traveled almost 1,200 miles, in parts of Green- 
land where the temperatures ranged from 31 to 
—30 F at altitudes up to 12,000 ft. The most frequent 
disease or complaint was respiratory, particularly 
sinusitis. All members of the group showed a sudden 
fall of hemoglobin level and red blood cell count 
soon after setting out. In one man the hemoglobin 
level was less than 10 Gm. per 100 cc., and this oc- 
curred despite excellent food. Diarrhea, which is par- 
ticularly unpleasant in polar regions, occurred in 
three instances. A single case of disease resembling 
influenza followed three days after the receipt of 
some supplies by air drop. Minor personality clashes 
occurred, but there were no major maladjustments. 
Morale was lowest when activities and demands on 
the individual were least; it was improved by radio 
contacts with the outside world. The drugs most fre- 
quently used were aspirin, for headache, and pheny- 
lephrine hydrochloride for sinusitis. On the basis of 
this experience a list of supplies for a medical emer- 
gency kit is proposed; a more extensive list gives 
the essential items for an emergency medical kit 
which, in the hands of a physician, should meet the 
demands of almost any medical, surgical, or ortho- 
pedic problem in the field. 


that arose are listed in table 1. None of the diseases 
or syndromes which occurred were of a serious nature, 
and many were treated symptomatically. The drugs 
most commonly utilized in order of frequency of use 
are listed in table 2. 
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Observations 


The occurrence of a syndrome resembling influenza 
in one overtired individual 40 days after complete 
isolation on the Ice Cap and at an altitude above 
10,000 ft. was of considerable interest. Three days 
after a logistical airdrop of food, fuel, and mail, the 
expedition leader complained of headache, myalgia, 
and lethargy. Anorexia developed, and he spoke of 
mild abdominal pain, mild dyspnea, and a feeling of 
constriction of the chest on inspiration. Chills and 


TaBLeE 1,—Diseases and Syndromes Occurring in 
Expedition Members 


Frequency of 

Disease or Complaint Occurrence 
Respiratory 

Gastrointestinal 

Extremities 

Skin 

Hematopoietic 


OD 


(all members) 


Miscellaneous 
Angina (innocens vs. 3 
(same individual) 
2 
(same individual) 


coldness of the hands and feet ensued, and the pa- 
tient, a veteran of numerous expeditions on the Ice 
Cap, stated that he had never felt so cold. He had 
had two loose stools during the day. Examination re- 
vealed a flushed uncomfortable patient. He had vol- 
untarily crawled into his sleeping bag. The oral tem- 
perature was 101.3 F (38.5 C); the pulse rate was 90 
and the respiration rate, 18 per minute; and the blood 
pressure was 116/68 mm. Hg. Positive physical find- 
ings included supraorbital tenderness, eye pain on 
extreme lateral gaze, slight tenderness in the right 
upper quadrant of the abdomen, and slight pain in 
the thoracolumbar region on vigorous percussion. 

The patient was isolated and treated symptomat- 
ically with salicylates and pentobarbital sodium, fluid 
diet, and bed rest. The following day aphthous 
stomatitis was noted and the patient complained of 
hack pain, but after another day of rest he was up 
and about, considerably improved. It was at least 
10 days from the onset of the illness before he re- 
gained his usual feeling of well-being. 

Blood samples for agglutination tests and pharyn- 
geal washings for virus cultures were obtained from 
this individual in an effort to establish a definite 
diagnosis. Hemoglobin level, total white blood cell 
count, and Schilling differential count were normal. 
Complement-fixation tests on serums taken from the 
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patient and from every other member of the group 
at the time of this illness, and on serums taken seven 
weeks later, were reported negative; no virus was 
reported to have grown from the pharyngeal wash- 
ings. It is of interest that Shackleton,’ the famed 
Antarctic explorer, reported that acute nasal catarrh 
occurred in several members of his expedition shortly 
after a bale of new clothing had been opened in a 
hut in the Antarctic. Certainly the illness of the 
leader of the present expedition suggests transmission 
of his disease by mail, since all other materials 
dropped were handled by each expedition member, 
none of whom became ill. 

There were no serious emotional or adjustment 
problems, although at times psychological stresses 
were fairly severe. There were numerous minor per- 
sonality clashes. Most activities and projects of the 
members were interrelated and required group coop- 
eration for fulfillment. The constant utilization of all 
individuals in activities other than those of a purely 
scientific nature was necessary and proved advan- 
tageous from the viewpoint of economy of personnel 
and efficiency of organization. The multifaceted re- 
sponsibilities of each individual tended to preserve 
morale, and morale was low only during those inter- 
vals when activities and demands on an individual 
were least. Morale was materially augmented by 
frequent ham-radio contacts with the outside world. 

Weekly hemoglobin determinations and red blood 
cell counts revealed a sudden fall in the hemoglobin 
level, with a parallel fall in erythrocytes, in each of 


TABLE 2.—List of Drugs Used and Conditions Requiring Their Use 


Drug Condition 
Headache, muscle pain, joint pain 
Phenylephrine (Neo-Synephrine) 
hydrochloride, 0.25% Sinusitis 
Camphorated tincture of opium 
Diarrhea 
Diphenhydramine (Benadry}]) 
Urticaria and motion sickness: used 
also as mild sedative 
Cod liver oil ointment ............... Burns (ist and 2nd degree) and 
frosthite 
Bacitracin and polymyxin B 
sulfate (Polyein Ointment) ........ Frost-bitten ears (applied 
topically) 
Pentobarbital sodium ............... Sleeplessness 
Restlessness 
Hydrocortisone (Hydrocortone) 
ophthalmie ointment .............- Snow blindness 


the six members of the expedition soon after setting 
out on the Ice Cap. One individual had a hemoglobin 
level of less than 10 Gm. per 100 cc. This occurred 
despite excellent food, including large amounts of 
beef eaten almost daily. Further details about this 
anemia are described in another report.” 

Administration of tetracycline for a severe pan- 
sinusitis in one individual was followed by moderately 
distressing diarrhea, an exceedingly unpleasant occur- 
rence in polar regions. 

The contents of the medical kit which I took on 
this expedition are listed in table 3. This kit was ade- 
quate to meet all illnesses which occurred and was 
designed to meet the needs of almost any medical, 
surgical, or orthopedic problem in the field. The 
complete kit would be of value only in the hands of 
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a qualified physician. All the drugs and equipment 
proved stable and effective at temperatures as low 


as —30 F. 


Tasie 3.—Essential Medical Kit for Polar Exploration 


Equipment Amount 
Plaster of paris (surgical plaster), 

Basswood splints, 30 by 4 by %4 im. ...........eeees 4 
Sponge rubber, 12 by 12 in. ........ 1 sheet 
Nasopharyngeal airway, rubber 
Gauze bandage rolls, 2 in. by 10 yd. 

8 each 
1 
Gause pads, sterile, By Bi. 100 
Pocket flashlight (with 2 extra batteries) ......... 1 
Tourniquet, soft rubber tubing ................... 1 


Suture kit, sterilizing pan and cover, with sterile 
sutures (eight 000 Dermalon with attached 


1 kit 
Catheters, male rubber, sterile package ........... 2 
1 
Otoscope-ophthalmoscope 1 
“American Red Cross First Aid Handbook,” 

Thermometers, oral and rectal .................... 1 each 

Drugs 


Normal human serum albumin (osmotically equiv- 
alent to 500 ec. of plasma), salt poor, packed 
by American Red Cross, complete with needles, 


Pentobarbital sodium, 0.5 Gm. ..............ee008- 2 ampuls 
Pentobarbital sodium, 0.16 Gm. .............s0005 30 tablets 
100 tablets or capsules 
Quinidine Sulfate, 30 mg. ......... 50 tablets 
Meralluride (Merecuhydrin) sodium ................ 30-ee. vial 
Aspirin, 0.8 Gm. ..... 300 tablets 


Diphenhydramine (Benadryl) hydrochloride 25 mg. 50 tablets 
Suvdium bicarbonate and magnesium 


Epinephrine (Adrenaline) hydrochloride, 1:1.4€ .. 1-ee. vials 
Peni.illin and dihydrostreptomycin in ‘“eartrids” 

(with dispenser and needles) .................... 30 eartrids 
Procaine hydrovh'oride (Novocaine), 1% ......... 5 2-ee. ampuls 
Bacitracin and polymyxin B sulfate 

Neomycin and hydrocortisone (Hydrocortone) 

Glyceryl! trinitrate (nitroglycerine), 1/150 

Throat lozenges (without antibiotics) .......... 50 tablets 
Cough syrup (elixir terpin hydrate with 

Phenylephrine (Neo-Synephrine) hydrochloride, 

Lanatoside C (Cedilanid), 2 4 ampuls 
Ephedrine sulfate, 60. 8 ampuls 
Camphorated tincture of opium ...............66. 60-ce. bottle 
Cod liver oil (Moruguent) ointment 

Syringe, glass, 2 ec., Luer-Lok (with no. 20 

needle, sterile, in metal cartridge) .............. 10 
Syringe, glass, 20 cc. (with no. 20 needle, 

Bag to carry above (except first six items, 
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A medical emergency-aid kit for lay use on limited 
polar expeditions might include the items listed in 
table 4. Instructions regarding the use of each drug 
in the emergency medical kit must be clear, explicit, 
and simple. 

Suggestions 


As a result of this experience on the Greenland 
Ice Cap, it would seem advisable to maintain the 
traditions of Arctic exploration by including a quali- 
fied physician in the roster of any self-sufficient polar 
expedition traveling in dangerous or unknown terri- 
tory. Weather conditions may be such in polar re- 
gions that air-rescue facilities become unavailable. 
During one period on the Ice Cap it would have been 
absolutely impossible for an air-rescue group to reach 
project 12 for eight consecutive days, and it would 
have been an extremely hazardous operation for a 
week thereafter. During this 15-day period it might 
have been necessary to treat a seriously ill or injured 
person in the field, and the physician would have 


TasLe 4.—Medical Emergency Kit 


Equipment Amount 

“American Red Cross First Aid Handbook” ............ 1 
Thermometers, cra] and rectal ..... 2 each 
Basswood splints, 30 by 4 by % iD............ceeeeeeee — 
Thomas leg splint (to be used only by members 

of expedition skilled in proper use) ...........+.e000 1 
Gauze bandage rolls, 2 in. by 10 yd. and 

Pocket flashlight (with extra batteries) .............. 1 
Suture kit, sterilizing pan and cover, and sterile 

sutures (000 Dermalon with attached needles) ........ 1 kit 

Drugs 


Bacitracin and polymyxin B sulfate (Polycin ointment) 15-Gm. tube 
Neomycin and hydrocortisone (Hydrocortone) 


Cod liver oil (Moruguent) ointment .....................- %-lb. jar or tin 
Phenylephrine (Neo-Synephrine) hydrochloride, 0.25% .. 4 15-ee. bottles 
Camphorated tincture of opium .. ................e000. 60-ee. bottle 
Diphenhydramine (Benadryl) hydrochloride, 25 mg. .... 50 capsules 
Elixir terpin hydrate with codeine ...................05- 120-ce. bottle 
Throat lozenges (without antibiotics) .................. 50 tablets 


been indispensable. Where air-rescue facilities and 
good hospital care can be counted on, the expedition 
physician becomes less essential to the safety of other 
expedition members. However, in polar regions a 
minor injury is a serious affair and a major injury 
may be a mortal one. Low temperatures and increased 
altitudes complicate injuries that in temperate cli- 
mates and at sea level would be easily cared for. 
Shock resulting from an injury or disease may be 
difficult to treat without external heat, which often 
is not available in polar regions. If it is realized that 
without fuel snow cannot be melted even for drinking 
purposes (except small amounts by body warmth), 
the precariousness of life in the Arctic or Antarctic 
may be more fully appreciated. It would seem that 
an expedition leader who did not have a fully quali- 
fied physician to handle traumatic or internal injuries 
and such environmental injuries as severe frostbite 
and frozen extremities would be undertaking unnec- 


Ke 
rec 
Orl 
inte 
ger 


of j 


a 
Pa 
: ra 
D 
in 
un 
re 
pl 
in 
sti 
| 7 sir 
| if 
| 3 wi 
Sv 
al 
at 
19 
fre 
i sin 
be 
sul 
re\ 
bo 
sul 
| tio 
‘am Al 
Un 
wil 
in 
ria 
of 
em 
are 
tre; 
Miss 
(Dr 
.. 


Vol. 164, No. 12 


essary responsibility for men in his command. A mis- 
hap in the 20th century is equivalent in seriousness 
and mortality to a mishap in the Middle Ages if 
20th-century medical techniques and knowledge are 
not at hand. 

Dr. Philip O. Nice, of the Dartmouth Medical School, ar- 
ranged for the studies of serums and pharyngeal washings, 
which were made by Dr. S. S. Kaiter at the Communicable 
Disease Center, Virus and Rickettsia] Research Division, United 
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States Public Health Service, Montgomery, Ala. Drs. Ralph E. 
Miller and Rolf C. Syvertsen, of the Dartmouth Medical School, 
made drugs and medical research equipment available. 
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SURGERY IN OBSTRUCTION OF SMALL INTESTINE DUE TO ASCARIASIS 


Major David W. Aiken (MC), U.S. A. F. 


F. Norton Dickman, M.D., New Orleans 


Infestation with Ascaris lumbricoides is widespread 
in human beings, and serious complications are not 
uncommon in children. These complications are well 
reviewed and illustrated by Ochsner and co-workers,’ 
Swartzwelder,’ and Moore.* The most common com- 
plication is obstruction of the small intestine, which, 
in some cases, may respond to medical therapy.* 

Reevaluation of surgery in complete intestinal ob- 
struction due to ascarides (roundworms ) is in order, 
since this condition is not infrequently fatal, especially 
if other complications supervene. Six of 18 patients 
with intestinal obstruction by ascarides reported by 
Swartzwelder * died. Ochsner and co-workers ' quote 
a report by Moss of a 68% mortality among 19 patients 
at Charity Hospital of Louisiana in New Orleans from 
1929 to 1939. 

Reports of surgery in cases of ascariasis are not in- 
frequent in foreign literature. However, in the 17 years 
since the report of Storck and co-workers,’ there has 
been sparse comment on the surgical aspect of the 
subject in the North American literature except for the 
review of Ochsner and co-workers.’ Standard text- 
books on surgery may devote one paragraph to the 
subject; two standard textbooks on pediatrics ° men- 
tion it only in passing; and Gross” does not discuss it. 
Although improving socioeconomic conditions in the 
United States account for fewer neglected children 
with untreated ascariasis, the problem remains great 
in many parts of the world. Domestic interest in asca- 
riasis is increasing because of continuing emigration 
of thousands of people from the West Indies to north- 
ern population centers in the United States." 


Selection of Cases 


All but the first case reviewed below, which is from 
Keesler Air Force Hospital, Mississippi, are from the 
records of the Charity Hospital of Louisiana, New 
Orleans, from 1941 to 1956. Included are all cases of 
intestinal obstruction due to ascariasis in which sur- 
gery was performed and all deaths with the diagnosis 
of intestinal obstruction due to ascariasis. Not included 
are cases of those patients who recovered on medical 
treatment. 


From the 3380th USAF Hospital, Keesler Air Force Base, 
Miss. (Major Aiken) and the Charity Hospital of Louisiana 
(Dr. Dickman). 


¢ The most common complication resulting from 
Ascaris infestation is obstruction of the small in- 
testine. While medical treatment can usually prevent 
serious complications, complete intestinal obstruction 
by this helminth can result in death. Because of the 
dangers of perforation, volvulus, and strangulation 
and the increasing toxic effects of ascariasis, the 
surgeon should not temporize unduly when medical 
treatment is, or seems likely to be, ineffective. Physi- 
cal and x-ray findings, and especially one’s over-all 
judgment, should contribute to the decision to inter- 
vene surgically, and gross operative findings should 
determine further surgical procedures. 


Similar cases of operative treatment are now rare 
in the United States, where only one case of enterot- 
omy or resection for intestinal obstruction due to A. 
lumbricoides has been reported in the past 10 years.*” 
Other surgical complications of ascariasis reported in 
the United States in this period, which by no means 
encompass all possible surgical complications else- 
where reported, include appendicitis, intestinal per- 
foration, hepatic abscess, and lung and _ peritoneal 
granulomas. Cases of patients at Charity Hospital with 
these and other complications have not been included, 
unless there was also intestinal obstruction. 

The patient in case 1, the only patient personally 
treated by one of us (D.W.A.), showed an x-ray find- 
ing which, while known to a number of the staff radi- 
ologists at Charity Hospital, evidently has not been 
reported previously as characteristic of an obstructing 
bolus of ascarides. This finding consists of a pattern 
of closely packed, short, irregular, wisp-like or “wig- 
gly” radiolucent lines in a somewhat parallel arrange- 
ment within 1 more dense shadow representing a 
mass of ascarides (fig. 1). Although the pattern has 
poor definition as reproduced without retouching, it 
is sufficiently consistent with a mass of ascarides to 
be worthy of mention. An identical pattern from feces 
would be unlikely. 

Identification of individual ascarides after a barium 
meal has been commonly reported.” The worms may 
ingest barium or be coated by it. Ascarides have also 
been identified without barium in a contrasting gas 
bubble.’° 
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Report of Cases 


Case 1.—A 16-month-old male passed ascarides in the stool 
occasionally for three months. Five days before admission to 
the hospital, he passed several worms by mouth, nose, and 
rectum, and his last bowel movement occurred three days 
before admission. It was noted that he had vague abdominal 
pain and anorexia on the day before admission, when an x-ray 
of the abdomen was taken. This x-ray showed what was 
thought to be masses of fecal matter, but subsequent events 
showed that the shadow was a bolus of ascarides in a distended 
loop of the ileum (fig. 1). 

When the patient was brought back the following day, 
March 13, 1956, the abdomen was tense, distended, tympanitic, 
and silent. For several hours he had been vomiting often. No 
masses or organs were palpable. Rectal temperature was 103.8 F 
(39.9 C). The hemoglobin level was 10.5 Gm. per 100 cc., 
with red blood cells numbering 3,700,000 per cubic millimeter 
and white blood cells 11,100 per cubic millimeter, comprising 
58% neutrophils and no eosinophils (on March 26, 3% eosino- 
phils were noted). Urinalysis and chest x-ray were not remark- 
able. X-rays of the abdomen showed distended loops of the 


Fig. 1 (case 1).—Unretouched enlargement of x-ray view of 
area in right side of abdomen. The wisp-like, irregular radio- 
lucent lines suggesting a bolus of ascarides are in the long 
axis of the obstructed loop of the ileum. 


small intestine containing gas and fluid and a mass on the right 
side interpreted as an obstructing bolus of ascarides (fig. 1 and 
2). 

Continuous nasogastric suction by a no. 14 plastic tube was 
maintained for 20 hours with resultant slight softening of the 
abdomen but little change in x-ray appearance. The liver edge 
could be felt, but no mass could be delineated. Peristalsis re- 
mained absent. No anthelmintic drug was given. Fluids were 
given intravenously, and penicillin and saline solution enemas 
were also given, with the enemas having no effect (fig. 3). 

At operation a large, dilated loop of the terminal portion of 
the ileum filled with and obstructed by ascarides (fig. 4 and 5) 
was found in the right side of the abdomen, lightly adherent 
to surrounding organs by fresh fibrinous exudate. The intestinal 
wall was dark reddish-black with early necrosis. The mesentery 
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was thickened, and the mesenteric lymph nodes were enlarged, 
Microscopically, these showed sinus hyperplasia but no para- 
sites. The thinned intestinal wall showed acute inflammation, 
compression of its layers, and extensive focal necrosis of the 
muscularis. Vessels were engorged with fresh thrombi. 


A 


Fig. 2 (case 1).—Roentgenogram showing dilated small 
intestine and obstructing mass of ascarides on right side of 
abdomen, Closely packed radiolucent lines within mass suggest 
diagnosis. The 2200 refers to the hour. 


Cloudy yellow peritoneal fluid was examined for ova, and 
none were found. Worms were present from the ligament of 
Treitz to the transverse colon, and care was taken not to tran- 


Fig. 3 (case 1).—Contour of patient’s abdomen as he lay 
on operating table. 


sect any in resecting the single obstructed loop. The ends of the 
ileum were brought out together through the paramedian 1 
cision, 
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Both stomas were unclamped 24 hours later and irrigated 
frequently with hexylresorcinol solution (S, T. 37). Small doses 
of piperazine (Antepar) citrate were given by mouth, By the 
end of the second postoperative day, 48 worms were expelled 
from the ileum and 4 from the rectum. Fever declined, fluids 
given orally were retained, and the ileostomy output was of 
soft, yellow curds. Fluid balance was not a problem. 

One week after the first operation the ileostomy stomas were 
resected and an end-to-end anastomosis was made, with the use 
of interrupted silk suture for the outer layer and continuous 


Fig. 4 (case 1).—Obstructed loop of terminal part of ileum 
as seen just before resection. Part of paper-thin intestinal wall 
is translucent, making ascarides clearly visible. The less dilated 
portion is “sausage-like.” 


chromic absorbable surgical suture for the inner layer. The 
peritoneal cavity was free of adhesions or inflammation, and the 
mesenteric lymph nodes were small. Steel wire stay sutures 
were used in addition to a layered abdominal closure, and 
penicillin and streptomycin were given prophylactically. Intra- 
venous administration of fluids and nasogastric suction were 
continued until the third postoperative day. 

No A. lumbricoides ova were demonstrable in four subsequent 
stools. The patient was afebrile from the 5th to the 10th post- 
operative day, when he developed rubella. Further care was 
given in the pediatric clinic. He was last seen in May, 1956, 
and was doing well. 

Case 2.—A 2-year-old male passed an ascaris three days 
before admission to the hospital on Jan. 21, 1941. The follow- 
ing day he was given hexylresorcinol and an enema, and the 
next day he had colic and was vomiting. On hospital admission, 
he had slight abdominal distention and a mass in the right 
lower quadrant. Parenterally administered fluids, nasogastric 
suction, and whole blood were given, without any anthelmintic 
drug. On Jan, 22, the day after hospital admission, enterotomy 
was done with removal of a bolus of ascarides. The patient's 
further course was uneventful, and he was discharged on 
Jan. 28, 1941, to the care of his physician in an outlying 
community, Presumably, further anthelmintic treatment was 
given there. 

Case 3.—A 3-year-old male died on July 7, 1947, one hour 
after admission. Three days before he had been thought to 
have measles, with anorexia, irritability, and fever. He passed 
several ascarides and began vomiting one day before hospital 
admission. His abdomen and lower extremities became swollen. 
Extremely ill as he was on admission, physical examination 
and x-rays suggested obstruction of the small intestine and 
possible perforation. No autopsy was done, but a diagnosis 
Was made on clinical grounds of mechanical obstruction of 
the small intestine probably due to a bolus, with possible 
perforation and peritonitis, due to A. lumbricoides. 
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Case 4.—A 2-year-old female was admitted Nov. 5, 1950, 
with vomiting and abdominal distention of one day's duration. 
She had been having colic for two weeks and had passed 
several ascarides during that time and intermittently for several 
months. Despite the distention, a mass was felt in the left 
lower quadrant. She was treated with suction and fluids given 
parenterally for 48 hours with no improvement. No anthelmintic 
drug was given. At operation on Nev. 17, 1950, a bolus of 
ascarides, 2 ft. in length, was found high in the jejunum. The 
worms were removed by enterotomy. Except for broncho- 
pneumonia manifest about the fourth postoperative day, the 
child’s recovery was uneventful. She was given hexylresorcinol 
on the third postoperative day and was discharged Dec. 5, 
1950. She was seen three months later and was doing well. 

Case 5.—A 45-year-old mentally retarded ( postencephalitic ) 
Negro male was admitted to the hospital Sept. 20, 1951, with 
a one-day history of vomiting and swelling of the abdomen. 
For one year he had been losing weight, eating poorly, and 
passing ascarides. Several months before admission he had 
been treated twice for Ascaris infestation. He appeared mal- 
nourished and acutely ill and had a distended, silent, tympani- 
tic abdomen without a palpable mass. The rectum was empty. 
Nasogastric suction and parenterally administered fluids were 
given without improvement of the patient's condition, and he 
died 10 hours after admission. Autopsy revealed obstruction 
of the small intestine by a bolus of ascarides. Incidental find- 
ings included ascites, atrophy of spleen and liver, pulmonary 
atelectasis (lower lobes), mild sicklemia, and chronic osteomye- 
litis of the mandible. 

Case 6.—A 2-year-old male was admitted to the hospital 
Jan. 14, 1954, with intermittent vomiting and cramping abdom- 
inal pain of 10 days’ duration. Three days before admission 
he passed some ascarides and then had no further bowel 
movements. On admission he had a very distended abdomen 
with peristaltic rushes and no palpable masses. Parenterally 
administered fluids and nasogastric suction were used, No 
anthelmintic drug was given. Surgery was performed two 
hours after admission, revealing an obstructing bolus of ascarides 
in the terminal portion of the ileum and two worms in the 
appendix. Enterotomy, with removal of worms, and appen- 
dectomy were done. The patient's postoperative course was 


Fig. 5 (case 1).—Terminal part of ileum opened, showing 
obstructing bolus of ascarides and enlarged mesenteric lymph 
nodes. 


smooth, and he was discharged Jan. 22, 1954. No anthelmintic 
drugs were given until two months later, when piperazine was 
given in the outpatient clinic. 

Case 7.—A 2-year-old male who passed ascarides one week 
before admission was given a dose of hexylresorcinol pills 
(“Crystoids” anthelmintic) one day before admission. Twelve 
hours prior to admission, vomiting and cramping abdominal 
pain began. The abdomen was distended, and there was a 
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palpable mass in the right upper quadrant. Treatment by 
nasogastric suction and parenterally administered fluids, with- 
out anthelmintic drugs, brought no response in 24 hours, At 
operation a bolus of ascarides was found in the midportion 
of the ileum. Forty-six worms were removed by enterotomy, 
and the postoperative recovery was uneventful, Piperazine 
was given on the fifth postoperative day, and the patient was 
discharged on May 6, 1954, There was no follow-up. 

Case 8.—A 2-year-old female had passed ascarides on 
several occasions for a year. She was admitted to the hospital 
Oct. 30, 1954, with intermittent colic and vomiting of six 
days’ duration and no bowel movement for three days. Her 
abdomen was very distended and silent, with a palpable mass 
in the left lower quadrant. No response was noted after one 
day’s treatment by nasogastric suction, parenterally ad- 
ministered fluids, and whole blood transfusion, No anthelmin- 
tic drug was given. At operation a bolus of ascarides was 
found in the terminal portion of the ileum, which was hyper- 
emic and edematous but viable. Enterotomy was done, with 
removal of about 100 worms, and the postoperative course 
was uneventful. An additional 35 or 40 worms were passed, 
although no anthelmintic treatment was given until one month 
later in the outpatient clinic. The patient was doing well when 
last seen, in January, 1955. 

Case 9.—A 2-year-old female died two hours after ad- 
mission on Aug. 8, 1955. She had been irritable and losing 
weight for several weeks. Three days before admission she 
passed some worms and was given diethylcarbamazine citrate 
(Hetrazan) by her physician, after the administration of which 
she passed more ascarides. The next morning vomiting and 
abdominal distention occurred and progressed, causing the 
parents to bring the child from a rural area 100 miles to New 
Orleans. On admission the patient was in a terminal condition, 
with respirations shallow at 50 per minute, the pulse rapid, 
and the abdomen distended and tympanitic. Autopsy showed 
acute purulent peritonitis secondary to perforation of the 
base of the appendix by A. lumbricoides, acute mechanical 
and paralytic intestinal obstruction due to a bolus of ascarides 
(location not given), and bilateral acute bronchopneumonia. 

Case 10.—A 17-month-old female was admitted Dec. 19, 
1955, with vomiting and absence of bowel movements for two 
days. She vomited several ascarides and had vomited the 
piperazine given by her physician the day before admission. 
Her first known passage of ascarides occurred with a bout of 
diarrhea four days before the illness that brought her to the 
hospital. On admission she was acutely ill, with marked ab- 
dominal distention, a mass in the right lower quadrant, and 
a dilated small intestine, which was noted on x-ray. On 
therapy with nasogastric suction, parenterally administered 
fluids, whole blood, and enemas she showed a decrease in dis- 
tention and passed many ascarides. Piperazine was recommended 
for administration via the gastric tube by the pediatric dep.tt- 
ment but was not given. 

Because the mass remained in the right lower quadrant and 
the distention was not completely relieved, laparotomy was 
done on Dec. 21, 1955. Although there were many ascarides 
in the small intestine, no bolus of ascarides was present and 
there was no obstruction. The small intestine was not signifi- 
cantly distended. Incidental appendectomy was done, with- 
out enterotomy. An umbilical hernia was also repaired. Mild 
ileus occurred postoperatively, responding to suction on the 
second day. On the third postoperative day, piperazine was 
given and many worms were passed, The patient was dis- 
charged one week after operation and when seen on April 20, 
1956, was doing well. The surgeon states that in retrospect a 
conservative, nonoperative course should have been touowed 


Medical Treatment 


The use of piperazine and hexylresorcinol in the 
treatment of ascariasis undoubtedly has prevented 
serious complications. However, acute obstructive 
symptoms began in two patients (cases 2 and 7) 
within a day after administration of hexylresorcinol 
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and in one (case 9) within a day after treatment with 
diethylcarbamazine. Moreover, drugs given in some 
of the other cases may have been overlooked in history 
taking. These examples are not intended as criticism 
of the drugs but only emphasize that massive infes-a- 
tion by A. lumbricoides is potentially dangerous. 

That most cases of intestinal obstruction by asca- 
rides respond well to medical treatment was convinc- 
ingly documented in 18 cases by Jenkins and Beach,*” 
whose report gives detailed instructions on the use of 
diethylearbamazine or hexylresorcinol after 6 to 24 
hours of nasogastric suction. None of the patients in 
the series we reported received any such therapy via 
the suction tube preoperatively. 

Swartzwelder “* advises that piperazine syrup be 
given such patients via the suction tube after only a 
few hours of suction, without waiting for clinical im- 
provement. Such treatment might’encourage ascarides 
to disentangle, since piperazine usually narcotizes the 
parasites without killing them. The narcotized para- 
sites then do not resist expulsive peristalsis. Hexylre- 
sorcinol, on the other hand, may kill the ascarides, 
causing them to lose the ability to migrate from a 
bolus; it is also thought to be more irritating to the 
mucosa than piperazine. 

Swartzwelder also advises giving piperazine 
through the suction tube in doses of 15 mg. per pound 
of body weight, with a maximum of 1,000 mg. twice 
daily, with the tube clamped for one or two hours after 
administration. He advises continuing giving this dos- 
age orally for five to seven days after the obstruction is 
relieved. This daily dosage is smaller than his routine 
single dose treatment of 70 mg. per pound of body 
weight, with a maximum of 3,000 mg. for uncompli- 
cated ascariasis. For acute obstruction, Swartzwelder 
also recommends appropriate parenterally adminis- 
tered fluids, starvation diet, analgesics, and tap water 
enemas to remove worms from the colon. 

Such treatment might obviate the need for surgery 
in some cases, although Swartzwelder ** doubts this if 
the obstruction is complete. Moreover, difficulty in 
reaching the worms with the drug via the paralyzed 
intestine is foreseen. Realizing the dangers of per- 
foration, volvulus, strangulation, and increasing toxic 
effects, the surgeon should not temporize unduly 
when such treatment is, or seems likely to be, inef- 
fective. 

We have tried to estimate which patients in this 
series might have been helped by being given pipere- 


zine early via the gastric tube. Judgment is difficult 


since many questions are unanswered in the clinical 
records. Two patients would not have been helped: 
one probably would not have been helped; four poss'- 
bly would have been helped, with survival or avoid 
ance of operation; in one, enterotomy probably would 
have been avoided; and one very likely would have 
responded to the treatment (see table). 
Romberg,*’ who reports four cases of ascariasis I 
quiring enterotomy in Africa, also expresses the hope 
that with the use of piperazine in the presence of 
intestinal obstruction by ascarides surgery should be 
obviated in most cases. 
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Election and Choice of Surgical Procedure 


The decision to intervene surgically will be based 
on over-all judgment rather than on hard and fast 
rules. Factors to be weighed include one’s impression 
of whether one is dealing with an “acute surgical ab- 
domen,” whether the obstruction is complete or partial 
(based on physical and x-ray findings ), the possibility 
of other complications besides obstruction, and the 
possibility of having to operate with greater risk if 
continued conservative treatment proves unrewarding. 
One should be alert for volvulus, strangulation, per- 
foration, peritonitis, and even pancreatitis or hepatitis 
with abscess ' from ductal invasion by parasites. Initial 
success of nonoperative treatment may also be fol- 
lowed by recurrent obstruction.*” 

Surgery probably could not have been avoided safe- 
ly after the onset of complete obstruction in case 1. 
The large size of the bolus and the marked thinning 
and early necrosis of the intestinal wall suggest that 
the process was irreversible. The use of a Miller- 


Retrospective Estimate of Suitability of Ten Patients with 
Intestinal Obstruction Due to Ascariasis for Early 
Medical Treatment with Piperazine Citrate 


Suitable for 


Case Age, Surgical Procedure or Medical 
No. Yr. Sex Outcome Postmortem Findings Treatment 
1 16 mo. M Recovered’ Resection with ileostomy No 
2 2 M Recovered Enterotomy Possibly 
3 63 M Died Clinieal diagnosis only Not applicable 
F Recovered Enterotomy (jejunum) Possibly 
5 45 M Died Obstruction of small intes- Possibly 
tine by bolus of ascarides 
M Recovered Enterotomy:; appendectomy Possibly 
M Recovered Enterotomy Probably 
8 2 F Recovered Enterotomy Doubtful 
F Died Obstruction and perforation No 
by A. lumbricoides: perito- 
nitis 
10 17 mo. F Recovered Laparotomy; Yes 
appendectomy 


Abbott tube seemed unlikely to help. We regret that 
the worms were not counted. Election of surgery in 
the remaining cases appears to have been justified, 
although insufficient information is available for criti- 
cism. 

Enterotomy.—Although enterotomy has been the 
most frequently used procedure since Storck and 
co-workers ° reported 12 survivals among 13 patients, 
we believe that its routine use should be reconsidered. 
It appears likely that in cases of intestinal obstruction 
by ascarides where the intestine is not dilated or its 
circulation impaired, treatment with piperazine via 
a nasogastric tube would make surgery unnecessary in 
many cases. Our thoughts in this regard are shown 
in the table. 

Enterotomy in these cases can be a septic, prolonged 
procedure, especially if the ascarides are tightly en- 
tangled. In the presence of peritoneal infection, sutures 
used in closure of a perforation by A. lumbricoides 
have dehisced.'' Ochsner and co-workers ' advised 
that opening the intestine should be avoided if possi- 
ble, because the ascarides and their products are 
markedly irritant to the peritoneum and because a 
Suture line is not safe from penetration by remaining 
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ascarides. Soiling of the peritoneum or wound by 
bacteria or chemical toxins from ascarides should be 
avoided. 

Thus, if the intestine is not dilated and completely 
obstructed, enterotomy is probably unnecessary. If it 
is dilated, completely obstructed, questionably viable, 
and covered with exudate, enterotomy can be difficult 
and septic and its closure unsafe. 

External Ileostomy.—Ochsner and co-workers ' sug- 
gested that external ileostomy be considered seriously 
in preference to enterotomy when obstructing masses 
of worms cannot be dislodged by manipulation (which 
is usually ineffective). With the assumption that the 
intestine appears viable, we agree with this sugges- 
tion. Ileostomy would be appropriate where a con- 
siderable length of the intestine is full of worms and 
is “sausage-like” for the entire length of the small 
intestine, as in case 4 and as in two of the cases of 
Ochsner and co-workers.' Failure of enteric drugs to 
reach the parasites in such cases is readily understand- 
able, while an ileostomy provides means for direct 
anthelmintic irrigations, as in case 1. 

Exploration Without Definitive Surgery.—Where 
findings indicate the patient can be handled medically, 
exploration without definitive surgery may be adopted, 
as in case 10. In doing so, one might be “burning 
bridges behind.” One of the two above-mentioned pa- 
tients of Ochsner and co-workers,’ in whom such a 
course was followed, died postoperatively. However, 
in a mild case, in which the patient does not suffer 
from distention or toxic effects, enterotomy is probably 
a relatively harmless procedure. Before closing such 
an abdomen without a definitive measure, one might 
consider injecting piperazine into the intestinal lumen. 

Resection with Ileostomy.—Complete obstruction in 
ascariasis usually occurs in the terminal portion of the 
ileum. When the intestinal wall has been dilated and 
thinned and its integrity threatened by a large bolus 
of ascarides, resection of the obstructed loop can be 
done aseptically and is preferable to enterotomy. The 
more severe the clinical symptoms and signs in the 
presence of complete obstruction, the more strongly 
do we recommend resection. 

Furthermore, we believe that the transected ends 
of the intestine should be brought out as ileostomies 
and that to anastomose them primarily is to incur 
unnecessary risk. Closure may be done with safety 
later, when the patient appears free of peritonitis and 
in better condition generally, with his fluid, electrolyte, 
and blood deficits corrected. A degree of peritonitis is 
almost surely present, as in case 1 (although the in- 
testine was not perforated ), and is a threat to an anas- 
tomosis. Furthermore, we doubt that the use of various 
antibiotics in various ways alters this threat sufficiently 
to warrant the risks of primary anastomsis. 

Another reason for not doing a primary anastomo- 
sis is that adequate intestinal decompression is difficult 
to maintain in infants during the early postoperative 
period when leakage of the suture line may occur and 
lead to peritonitis, abscess, and enteric fistulas. In our 
experience, whatever type of tube and suction is em- 
ployed in infants, only manual irrigation, adjustment, 
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and syringe suction by an experienced person every 
half hour succeeds in effecting decompression when it 
is most desired. Just as in adults, when adequate post- 
operative decompression is poorly maintained after 
obstructions of the large and small intestine, resection 
with primary anastomosis is not so safe as resection 
with later anastomosis. This plan also allows optimal 
attack on remaining ascarides by direct irrigations with 
piperazine or hexylresorcinol. 


Fig. 6.—Characteristic wisp-like, “wiggly,” short, irregular but 
somewhat paralled radiolucent lines in obstructing bolus of 
ascarides in 5-year-old boy. 


Resection with double enterostomy as the procedure 
of choice parallels current precepts on the treatment 
of the desperately ill infant with intussusception,"* 
which may also be initiated by A. lumbricoides. Gross ” 
advocates a Mikulicz type of procedure, and Bentley ** 
reports survival in all of 10 patients so treated. Not- 
withstanding the enthusiasm of some surgeons for 
primary anastomosis, Orloff gives nine references 
supporting his view that the success of such a pro- 
cedure is usually less than desired. 

Bentley ** recommends that the two limbs of the 
ileostomy be left unsutured and closed within 48 hours. 
Anastomosis in our case 1 would have been done 
sooner if the patient had not tolerated his ileostomy so 
well. The hazard of ileostomy in infants is much less 
today than formerly, in the light of current pediatric 
knowledge of fluid and electrolyte therapy. 

A patient of one of us (D.W.A.) did well after a 
two-stage procedure, although the obstruction was 
high in the jejunum. Anastomosis was done 48 hours 
after the resection. The patient was a 9-month-old 


J.A.M.A., July 20, 1957 
infant with a gangrenous, obstructed loop of the intes. 
tine due to radiation therapy after removal of a Wilms 
tumor three months earlier. 


Summary 

Ten patients with intestinal obstruction due to 
ascariasis were seen. Seven came to surgery, and three 
died before surgery could be performed. With the 
exclusion of one patient in whom the obstruction was 
partial, the mortality from complete obstruction by 
ascarides was 33%. A bolus of ascarides has a charac. 
teristic radiologic appearance, apparently not previ- 
ously described. Enterotomy for this condition, per. 
haps even in complete obstruction, should become 
increasingly unnecessary if piperazine (Antepar) cit. 
rate is given by nasogastric tube after only a few 
hours of treatment with suction. None of the 10 pa- 
tients received such medical treatment. 

Resection of the obstructed intestine, with double 
enterostomies to be closed later, is recommended in 
cases in which the intestinal wall is dilated and 
thinned or in which there is peritonitis. The use of a 


Fig. 7.—Ascarides outlined by barium progressing in small 
intestine 12 hours after figure 6 was taken. 


primary anastomosis in such severe cases of Ascaris 
lumbricoides infestation is not good, paralleling cv" 
rent precepts in resection for severe cases of intussus- 
ception in children and infants. 


Addendum 


On Jan. 3, 1957, a large bolus of ascarides in the 
small intestine of a 5-year-old boy was diagnosed b! 
x-ray (fig. 6). Because of a palpable epigastric m 
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‘- vomiting, and cramping abdominal pain of eight 5. Storck, A.; Rothschild, J. E.; and Ochsner, A.: Intestinal 
is hours’ duration, a barium enema was done to rule out Obstruction Due to Intraluminal Foreign Bodies, Ann, Surg 


av 
intussusception. The characteristic wisp-like, “wiggly, (May 
, : 6. Mitchell-Nelson Textbook of Pediatrics: With Collabora- 
short, irregular but somewhat parallel radiolucent tion of Forty-nine Contributors, ed. 4, edited by W. E. Nelson, 
lines suggested ascariasis. Piperazine citrate syrup and Philadelphia, W. B. Saunders Company, 1945, p. 514. Holt, 
to a swallow of barium were given and retained. In 6 L. E., Jr., and McIntosh, R.: Holt Pediatrics, ed. 12, New York. 
ee hours the epigastric mass was no longer palpable, and ge pe Inc., 1953, p. 472, 
ion of the parasites in 12 hours was shown by Surgery of Infancy and Childhood: Its 
progress! p Principles and Techniques, Philadelphia, W. B. Saunders 
as x-ray ( fig. 7). Recovery followed. Company, 1953. 
Dy Since submission of this paper, identification of 8. Birch, C. L., and Anast, B. P.: Changing Distribution 
C- masses of ascarides by x-rav has been described by of Helminthic Diseases in the United States, J. A. M. A 
vi- Isaacs,’* who notes a swirling arrangement of radio- (May 11) 1957. 
sees . : . Strang, C., and Warrick, C. K.: Radiological Demonstra- 
oT: pacities but does not mention the pattern of radiolu- tion of Ascaris Infestation, Brit. J. Radiol. 213575-578 (Nov. ) 
ne cencies. 1948. Etter, L. E., and Cross, L. C.: Roentgenographic Signs 
it. of Intestinal Parasitic Infestation: Case Report, U. S. Armed 
* 3380th USAF Hospital, Keesler Air Force Base, Miss. ( Major Forces M. J. 43599-601 (April) 1953. Toca. M. L.: Helden. 
a Aiken). G. O.; and Bruns, H. J.: Roentgenographic Demonstration 
Ja of Ascaris Lumbricoides in Intestinal Tract: Report of Case, 
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CLINICAL NOTES 


CHRONIC LYMPHOCYTIC LEUKEMIA IN A FAMILY, INCLUDING 
TWIN BROTHERS AND A SON 


Frederick Gunz, M.D. 
and 
William Dameshek, M.D., Boston 


In 1929 one of us and co-workers reported the cases The tonsils were large. Many greatly enlarged, but discrete and 
of identical twin brothers, aged 56, both of whom freely movable lymph, nodes were felt in the occipital, pre- 

auricular, cervical, axillary, iliac, and inguinal areas. The liver 
died of chronic lymphocytic leukemia within 68 days edge was felt 3 fingerbreadths below the right costal margin 
of each other.' The second brother was first seen two and the spleen 2 fingerbreadths below the left costal margin; 
months after the death of the first, and his appearance both organs were firm and slightly tender. 
and the physical findings were so strikingly like those Blood studies revealed the following values: hemoglobin, 
of his twin that we then commented that “it seemed 12.3 Gm. per 100 cc. and hematocrit, 39%. There were 3,900,000 


red blood cells, 128,000 platelets, and 262,000 white blood cells 
per cubic millimeter, with 3% neutrophils, 96% lymphocytes, and 


as though the dead had returned to life.” We have 


F recently had the startling experience of witnessing 1% basophils. 
a yet another “revival” in the same family, as one of the A diagnosis of chronic lymphocytic leukemia was made, and 
sons of the second twin brother presented himself the patient was treated by the administration of triethylene mela- 


for examination ; ; : . . mine, 2.5 to 3.5 mg. per week, throughout the year. There was 
varis examination at the age of 53, also with the obvious little clinical or hematological response. The patient felt rather 


cul diagnosis of chronic lymphocytic leukemia. weak and tired, but he was able to continue his work. On April 


—_ 17, 1956, there was a sudden onset of severe weakness, nausea, 
” Report of a Case and abdominal and flank pain. One day after the onset of these 
The son, aged 53, noted lumps in the neck and axillas and symptoms, he was admitted to the New England Center Hos- 

increased sweating in July, 1954. In February, 1955, he began pital because of suspected hemorrhage in the upper part of the 

to tire easily and lost 19 Ib. (8.6 kg.) in weight. On examination gastrointestinal tract and given 3 units of blood. The patient, 

the in March, 1955, at the Boston Dispensary, he looked fairly well. who had been in shock, improved after the transfusion. On 
1 by further investigation, no evidence of bleeding was discovered, 
1255, From the Blood Research Laboratory Division of the Ziskind but an electrocardiogram disclosed evidence of an inferior myo- 
| Laboratories, New England Center Hospital; and the Depart- cardial infarction. At that time there was generalized lympha- 


ment of Medicine, Tufts College Medical School. denopathy and splenohepatomegaly. 
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The blood count was virtually unchanged in comparison with 
the previous one; there was mild anemia and a leukocytosis of 
182,000 cells per cubic millimeter, with 93% mature lympho- 
cytes. 

The patient was put on a regimen of bed rest, without the 
administration of anticoagulants (in view of the then suspected 
gastrointestinal hemorrhage). Therapy with chlorambucil [p- 
(di-2-chloroethyl) aminophenylbutyric acid], also called CB 1348, 
8 mg. daily, was started. His general condition improved, but 
there was no significant improvement in the enlarged lymph 
nodes, liver, and spleen. At his discharge on May 22, blood 
examination showed that there were 99,000 leukocytes per 
cubic millimeter. The platelet count was 385,000 per cubic 
millimeter. 

On May 27, only five days after his discharge, he was re- 
admitted because of rapid growth of the cervical nodes and 
difficulty in micturition, associated with large iliac lymph nodes 
that could be palpated above the pelvic brim. An intravenous 
pyelogram showed large filling defects in the bladder and dis- 
placement of the lower parts of the ureters, evidently by lymph 
nodes, X-rays of the chest showed enlargement of the hilar and 
right mediastinal nodes. The leukocyte count was 47,500 per 
cubic millimeter, and the platelet count was 152,000 per cubic 
millimeter, In order to give the platelets time to return to normal 
levels, chemotherapy with chlorambucil was stopped, and, after 
a period of expectant treatment, the patient was given local 
x-ray treatment to the pelvis (estimated depth dose, 2,000 r) 
and to the axillary and cervical regions. This produced rapid 
involution of the enlarged lymph nodes and a fall in the leuko- 
cyte count to 15,000 per cubic millimeter, with the platelet 
count remaining at 116,000 per cubic millimeter. When last 
seen in July, 1956, the patient was feeling well, and the lymph 
nodes were only slightly enlarged. 


Family History 


The figure shows the pedigree of the family. The 
propositus is numbered 6, and his father and the 
father’s twin brother are numbered as 1 and 2. Little 
is known about the grandparents of the patient whose 
case is reported, as they lived and died in eastern 
Europe and the American branch of the family had 
lost touch with them. It appears, however, reasonably 
certain that they were not consanguineous. 

No other cases of blood diseases are known in this 
family at present. There are 39 direct descendants of 
the twin brothers. Of these we have versonally exam- 
ined the blood of 27 and found no abnormalities. We 
could not see the remaining members ourselves, but 
they are said to be healthy, apart from the person 
numbered 3, who is confined to a mental home. It is 
worth mentioning that this woman's husband died re- 
cently from chronic lymphocytic leukemia. No hema- 
tological abnormalities have yet been noted in the 
descendants of this mating. 


Comment 


At the time the first report was published,’ no other 
instances were known in which leukemia had occurred 
in identical twins. Since then, a number of additional 
case reports have been published. These have been 
summarized recently by Guasch,? wao found 14 sets 
of identical and 3 of nonidentical twins so affected. 
Among the identical twins, the members of eight pairs 
had the same type of leukemia, all either acute or 
chronic lymphocytic leukemia; members of the re- 
maining six pairs had dissimilar types of leukemia. 
The members of two of the three pairs of nonidentical 
twins had similar types of leukemia. Also, the rarity 
of multiple cases of chronic granulocytic leukemia in 
the same family has been remarked on by Ardash- 
nikov.” 
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J.A.M.A., July 20, 1957 


According to Guasch,’ 1 in 220 cases of leukemia 
can be expected to be familial. Thus, familial cases 
of leukemia other than those occurring among twins 
are not uncommon, but there is considerable contro- 
versy as to whether these findings indicate the pres- 
ence of a hereditary factor or can be explained on the 
basis of chance occurrence. Whereas Videbaek * and 
Ardashnikov * maintain that heredity is of importance 
in this connection, this is denied by Busk,’ Morganti 
and Cresseri,® Guasch,’ and Kaliampetsos.’ Steinberg “ 
finds no evidence for the influence of heredity in the 
great majority of cases of acute leukemia, but he 
admits that very rarely families are discovered in 
whom a hereditary element cannot be denied, since 
there are multiple cases in siblings or more distant 
relatives. Anderson ° describes such a family, in which 
five of eight children died of lymphocytic leukemia, 
and Kaliampetsos* describes another in which six 
members had leukemia. In chronic leukemia, par- 
ticularly of the lymphocytic type, familial and sibling 
cases have occurred not infrequently in our experience. 
Thus, including the present case, we have seen in a 
recent unselected series of 45 patients with leukemia 
6 patients who had each lost at least one close relative 
from leukemia. Of these, five had chronic lymphocytic 
leukemia and one acute leukemia. 
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Chart showing pedigree of family in which twin brothers 
and son of one of the twins had leukemia in sixth decade. 


The family in the present report is of exceptional 
interest in that not only was there leukemia in twin 
brothers but an identical type of leukemia developed 
at approximately the same age in the son of one of the 
twins. This brings up the distinct possibility not only 
that the cond‘t:on is hereditary in this particular 
family but that other members of the family are poten- 
tial victims of leukemia and it’s becoming clinically 
app:rent during the sixth decade. Thus far no indica- 
tions of leukemia have been discovered in other mem- 
bers of this family. 


Summary 


Chronic lymphocytic leukemia occurred in a man, 
aged 53, 27 years after his father and the father's 
identical twin had died of the same disease, both at 
the age of 56. 


New England Center Hospital (11) (Dr. Dameshek). 


This study was supported, in part, by grants from the Mass:- 
chusetts Division of the American Cancer Society and from the 
United States Public Health Service. 
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BRUCELLOSIS IN MAN, RESULTING FROM BRUCELLA 
ABORTUS (STRAIN 19) VACCINE 


Joseph F. Sadusk Jr., M.D., Oakland, Calif., Alcor S. Browne, Ph.D. 
and 


James L. Born, M.D., Berkeley, Calif. 


The use of a living vaccine of a low-virulence strain 
of Brucella abortus organisms (strain 19) is well rec- 
ognized as one of the elements of control of brucel- 
losis in cattle and dates back to the acceptance of 
such a vaccine by the U. S. Bureau of Animal Industry 
in 1940. While this vaccine has generally been con- 
sidered to be innocuous to the human, Gilman’ as 
early as 1944 noted the occurrence of a case in man 
by infection through conjunctival absorption when 
this vaccine was inadvertently sprayed into the eye. 
Essentially similar accidental infections of the human 
have been confirmed by Spink and Thompson * and by 
Bardenwerper.® 

The scarcity of such reports is interesting, however, 
and may depend upon either of two factors: (1) that 
strain 19 of Br. abortus is of such low virulence that 
accidental infection rarely occurs or (2) that the 
disease produced is so mild and atypical that brucel- 
losis so induced in the human is not recognized. 

The present case is reported, with incontrovertible 
proof of infection by isolation of strain 19 organisms 
by blood culture, to stimulate further studies into this 
problem when a rancher or a veterinarian becomes 
ill with an ill-defined febrile disease after the use of 
Br. abortus (strain 19) living vaccine. In our case the 
disease was so mild and atypical, resembling a non- 
descript respiratory infection, that the proper diag- 
nosis would not have been made unless appropriate 
laboratory diagnostic procedures had been carried 
out. Consequently, such brucellosis after the use of 
Br. abortus (strain 19) vaccine may be more common 
than generally recognized. 


Report of a Case 


A 50-year-old physician, while vaccinating cattle with Br. 
abortus (strain 19) vaccine, inadvertently sprayed his face and 
eyes with this suspension of living organisms on Jan. 26, 1954, 
when the needle blew off a nonlocking type of syringe. A spec- 
imen of his blood was drawn on Jan. 30 and the serum retained 
in a refrigerator. A blood cell count on the same date revealed 
essentially normal findings (table 1). 


From the Stanford University School of Medicine (Dr. 
Sadusk), State of California Department of Public Health Bac- 
teriology Laboratory (Dr. Browne), and the Donner Labora- 
tory, University of California (Dr. Born). 


On Feb. 26, 1954, this physician noted tenderness of the 
posterior part of his neck and enlarged tender anterior and 
posterior cervical nodes. This tenderness increased, and on 
March 1 examination revealed seven to eight small, firm, dis- 
crete, tender lymph nodes in the left posterior cervical lymphat- 
ic chain and some very small lymph nodes in the left anterior 
cervical chain. The throat was clear. The patient was afebrile 

On March 3, illness began with malaise, chilly sensations, 
and an exquisitely sore throat. On March 4, examination re- 
vealed persistence of the cervical lymphadenopathy and moder- 
ate injection of the throat without exudate. The patient's 
temperature was normal, and his lungs were clear. Fever ap- 
peared the following day, the temperature ranging from 99 F 
(37.3 C) to 100 F (37.8 C), and by March 8 the malaise 
became quite severe, with persistence of the sore throat, Blood 
was again drawn on March 8, revealing no significant change 
in the blood cell count, but a definitely positive agglutination 
titer for brucellosis was subsequently obtained (table 2). 


Taste 1.— Blood Cell Counts and Sedimentation Rates 
(Wintrobe) in Case of Accidental Infection with 
Br. Abortus (Strain 19) Vaccine 


1/30/54 3/8/54 3/1254 3/29/04 4/2/54 37 

Red blood cells/eu. mm. 5,080,000 5,120,000 4,900,000 5,220,000 4,610,000 4,870,000 
Hemoglobin, Gm./100 ce. 14.6 13.3 14.6 14.6 13.6 15.2 
White blood cells/eu. mm. 7,400 7,600 6,200 8,700 9,100 6,300 
Differential 

Stab neutrophils, % 1 nae i 2 6 ve 

Adult neutrophils, % 47 5d 58 52 a8 48 

Lymphocytes, % 41 38 34 37 30 44 

Monocytes, % 9 7 4 7 

Eosinophils, % 1 1 1 5 

Basophils, % 1 1 1 
Sedimentation rate, 

mm. ‘hr. 19 


The next day, March 9, coryza, conjunctivitis, and cough 
appeared; these persisted for four to five days and then abated. 
The chest remained clear, but the symptoms were severe enough 
to require the patient to remain in bed. During this period he 
was afebrile. Finally, two weeks after the onset, the lymph- 
adenopathy began to subside, and subjective symptoms of a 
sore throat lasted for about three weeks. A culture of blood 
drawn on March 12 remained sterile. 

Since other members of the household had had an essentially 
similar but more mild type of respiratory infection, brucellosis 
was not seriously considered until the results of the serologic 
tests for brucellosis were received. Blood drawn on March 15 
was cultured, with eventual isolation of Br. abortus, strain 19, 
as described below. With this finding the patient was admitted 
on March 30 to Peralta Hospital, Oakland, for antibiotic ther- 
apy, although he was by now quite asymptomatic except for 
fatigue. A throat culture for Br. abortus made on March 15 
was negative. Examination on the patient’s admission to the 
hospital revealed a temperature of 98 F (36.7 C), a pulse rate 
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of 76 beats per minute, and a blood pressure of 118/68 mm. 
Hg. The patient was a well-developed and well-nourished male 
who appeared neither acutely nor chronically ill. There was an 
erythematous flush over the anterior and the posterior upper 
trunk, a few nontender anterior and posterior cervical lymph 
nodes bilaterally, slight injection of the pharynx without ex- 
udate, and a few crackling rales in the right paravertebral 
triangle posteriorly. Neither liver nor spleen was palpable. 
Examination of the urine on the patient’s admission was 
not remarkable except for a 2+ albuminuria, which was absent 
on the following day. Chest x-ray was negative. Results of blood 
cell counts are recorded in table 1. The sedimentation rate 
(Wintrobe) had increased to 19 mm. per hour when checked 
on April 2. Blood cultures made subsequent to March 15 re- 
mained sterile (table 2). Antibiotic therapy was instituted 
immediately on the patient’s admission and consisted of a com- 
bination of 2 Gm. of tetracycline per day in four equal doses of 
0.5 Gm. each and streptomycin-dihydrostreptomycin mixture, 2 
Gm. daily in two doses of 1 Gm. daily. The patient was dis- 
charged from the hospital and returned to work on April 2, 
1954. Antibiotics were administered, on the advice of Dr. Wes- 
ley W. Spink, of the University of Minnesota School of Medi- 
cine, along the following schedule: 2 Gm. of tetracycline and 
2 Gm. of the streptomycin-dihydrostreptomycin mixture daily 
for the first week, 2 Gm. of tetracycline and 1 Gm. of the 
streptomycin-dihydrostreptomycin mixture for the second week, 
and 2 Gm. of tetracycline daily for the third week. The patient 
continued to be without symptoms, and periodic blood cell 


TaBLE 2.—Serologic and Bacteriological Findings in Case of 
Accidental Infection with Br. Abortus (Strain 19) Vaccine 


Day Complement- 
After Agglutination Fixation Titer 


Infee- — 


Date tion Complete Partial 0 i Blood Culture 
4 <1:10 <1:10 nos 
45 1:320 None + Negative 
48 N. D. Br. abortus, 
strain 19 
62 1°160 1:320 +H Negative 
71 1:320 1:1,280 +++4+ Negative 
114 1:640 1:2,560 ++++ +4++++ Negative 
171 1:160 1:640 +4+4++ +444 ... 
337 1:40 1:80 _ 
615 1°40 1:80 -- 
* Reciprocal of dilution; — is undiluted. Results were negative in 1:4 
and 1:8 dilutions. 
t Not done. 


counts and agglutination and complement-fixation tests were 
done through March 7, 1956 (tables 1 and 2). There was no 
clinical relapse. 


Serologic and Bacteriological Procedures 


Cultures of blood and throat swabs were made, 
according to the general methods outlined by Mc- 
Cullough,* in trypticase soy broth enriched with thio- 
nine and nicotinic acid.* The Castaneda technique * 
was used for subculturing from the initial inoculum 
both aerobically and under 10% carbon dioxide. Bru- 
cella organisms were identified by the classic methods 
of dye sensitivity, hydrogen sulfide and urease pro- 
duction, and agglutination with specific serums and 
by the carbamate test of Renoux.’ 

Organisms were identified as Br. abortus, strain 19, 
by the general lack of pathological reactions in the 
guinea pig as compared with a stock strain of Br. 
abortus, strain 19, and by the dye-sensitivity test of 
Levine.* 

Agglutination tests were performed by the rapid 
technique employed for many years in the California 
State Laboratory. Equal volumes of serum dilution in 
0.85% saline solution and antigen suspension in a total 
volume of 1 ml. were incubated in a 37 C water bath 
for 30 minutes and centrifuged at 840 g for 7 min- 


J.A.M.A., July 20, 1957 


utes. Reactions were read against a dark background 
in terms of complete and partial reactivity after a 
light blow on the base of the tube. The antigen sus- 
pension was prepared from smooth Br. abortus cul- 
tures, washed and standardized numerically so that 
the working dilution had an optical density of 0.28 
at 430-my. wave length in a Coleman Junior spec- 
trophotometer. This concentration is roughly inter- 
mediate to freshly prepared barium sulfate, no, 2 
and no. 3 standards. When this technique was em- 
ployed, an international serum standard furnished by 
Dr. W. Spink reacted as expected. The complement- 
fixation test was that of Kolmer,” with the saline so- 
lution modified by the addition of 0.4 Gm. of calcium 
chloride monohydrate per liter."° The antigen sus- 
pension was the same as that employed in the aggluti- 
nation test diluted 1:40. Complement was titrated in 
the presence of antigen and used’ at twice the full 
unit. Two-tenths milliliter of serum was used as the 
initial volume (undiluted ) in a twofold dilution series. 

From a blood culture made March 15, 1954, a gram- 
negative organism was isolated which reacted in Br. 
abortus antiserum, was inhibited by thionine but not 
by basic fuchsin, crystal violet, or pyronin, and re- 
quired more than four hours to give a positive urease 
test. Carbon dioxide was not a gaseous requirement. 
Hydrogen sulfide was produced for four days. By 
Levine's bacteriostasis technique * the isolated organ- 
ism and known strain 19 were inhibited by the same 
concentration of thionine blue dye which permitted 
growth of “normal” strains of Br. abortus, Br. meli- 
tensis, and Br. suis. 


Comment 


The diagnosis of brucellosis in our case is clearly 
demonstrated by the appearance of agglutinins for 
Br. abortus and recovery of Br. abortus from the blood. 
Intensive studies on this organism showed the char- 
acteristics of this strain to be clearly identical with 
those of the so-called strain 19. Culture of blood taken 
45 days after infection remained sterile, but a culture 
3 days later was positive. Subsequent blood cultures 
remained sterile. The complement-fixation test for Br. 
abortus first became positive 45 days after infection, 
and the titer reached a peak between 71 and 217 days 
after infection; the test was negative when next per- 
formed, 337 days after infection. Brucella agglutina- 
tion was negative at the time of infection but had 
become positive when next tested 45 days after in- 
fection, and a peak titer was reached 114 days after 
infection. Indeed, the test remained positive in a titer 
of 1:40 for partial agglutination somewhat over two 
years after infection. 

The relatively long incubation period of 31 days 
is of interest and is contrary to the generally accepted 
incubation period of 5 to 21 days in naturally acquired 
brucellosis. That our patient’s illness may have been 
a nonspecific respiratory infection rather than true 
brucellosis must be considered, but it should be 
pointed out that the agglutination titer rose, the blood 
culture was positive, and the duration of illness was 
prolonged for an ordinary respiratory infection. It is 
clear that the blood cell count is of no help in the 
diagnosis other than to exclude certain other infec- 
tious diseases which are associated with leukocytosis. 
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The decision to treat the patient with specific anti- 
biotics, although his symptoms had cleared, was made 
with the thought of preventing a relapse or a subacute 
form of brucellosis. Not only our patient but others, 
whose cases are outlined in table 3, were treated with 
a sulfonamide or with specific antibiotics, and this 
treatment appears to have prevented relapse. 

The five cases reported to the time of writing are 
summarized in table 3. Curiously, all individuals in- 
fected were professional men, either veterinarians or, 
as in our case, a physician. Two of the cases were due 
to accidental needie puncture, and the remaining 
three cases were due to the needle becoming dis- 
lodged from a nonlocking type of syringe and the 
resultant spray entering the conjunctival sac. This 
clearly speaks for the need of using a Luer-Lok type 
of syringe to prevent such mishaps. 

When the living vaccine was accidentally injected 
by needle puncture, a local reaction was prompt, with 
pain and swelling appearing at the site of injection 
within two to six hours. Likewise, the systemic re- 
actions were prompt, with constitutional symptoms 
of fever, chills, malaise, and prostration appearing 
within 11 to 18 hours. With infection due to con- 


TaBLe 3.—Summary of Pertinent Data in Five Reported Cases 
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nosis of brucellosis, although the isolation and identi- 
fication of Br. abortus, strain 19, from the blood 
stream establishes the diagnosis. 

Proper treatment of brucellosis includes the use of 
any of the tetracyclines in full dosage in combination 
with streptomycin or dihydrostreptomycin or with a 
mixture of the latter two agents. The treatment sched- 
ule as outlined in our case report is the one currently 
recommended by Spink '' and seems to be efficacious. 

Finally, it is clear that this living vaccine, although 
made from a strain of low-virulence organisms, is not 
without its dangers of infection to the human. Con- 
sequently, the use of this vaccine should be carried 
out by a person qualified in its use and cognizant of 
the dangers of infection from accidental needle punc- 
ture of oneself or from transmission through the naso- 
respiratory tract. This danger, of course, should not 
preclude the use of Br. abortus (strain 19) vaccine as 
one of the measures for the prevention of brucellosis 
in cattle. 

Summary and Conclusions 


A case of brucellosis occurred in a physician as 
the result of the accidental spraying of his face and 
eyes with a living Brucella abortus (strain 19) vaccine. 


of Accidental Infection with Abortus (Strain 19) Vaccine® 


Method of 
Voeation Infection 
Veterinary Conjunctival 
student spray 
Spink and Thompson? 
Veterinarian Needle 
puncture 
Veterinary Conjunctival 
student spray 
puncture 
rancher spray 


Duration of Active 


Incubation Period Severity Disease, Days Blood Culture 
17 days Severe lit Positive 

6 hr. (loeal) 

hr. (systemic) Severe 4} Sterile 

days Severe Positive 

2 br. (local) 

11 hr. (systemic) Moderate 23 Sterile 

31 days Mild 328 Positive 


* Agglutination test positive in all cases. 

+ Late treatment with sulfadiazine. 

} Early treatment with antibioties. 

§ Antibiotic therapy instituted after active disease. 


junctival spray, appearance of the disease was delayed, 
with symptoms appearing 8 to 31 days after infection. 

The disease itself ranged in severity from mild to 
severe, with an abrupt onset after needle puncture 
and generally an insidious onset after conjunctival 
spray. Duration of the disease after treatment with 
specific antibiotics was brief. Laboratory-wise, the 
agglutination test for brucellosis was positive in all 
instances and the blood culture was positive for Br. 
abortus in three of the five cases. When appropriate 
identification procedures were carried out in two of 
the three cases, the strain of Br. abortus was verified 
as strain 19. 

The fact that relatively few cases have been re- 
ported of accidental infection with Br. abortus (strain 
19) vaccine is most interesting. Whether such cases 
are truly rare or whether the diagnosis is not ordi- 
narily made because of the respiratory-disease-like 
symptoms, with brucellosis not being considered as a 
possibility, is a matter of speculation. Consequently, 
physicians should recognize the possibility of such 
infection and carry out appropriate laboratory con- 
firmation where such possibility exists in order to 
promptly and fully treat the patient with specific anti- 
biotics. Serial Brucella agglutination tests with rise in 
titer are really all that are necessary to confirm a diag- 


Such accidental infection may occur with this vaccine 
by needle puncture or conjunctival spray, despite the 
low virulence of strain 19 of Br. abortus. 

A Luer-Lok syringe should be employed in using 
this vaccine to prevent the dislodging of the needle 
from the syringe, with resultant contamination of the 
face and eyes of the human. In addition, a qualified 
person should perform such inoculation of cattle, in 
view of the possibility of self-infection. The brucel- 
losis so produced may be adequately treated with a 
combination of one of the tetracyclines and strepto- 
mycin and dihydrostreptomycin. Such accidental in- 
fections do not preclude the use of living Br. abortus 
(strain 19) vaccine, since its use for control of cattle 
infection is well established. 


Addendum 


On April 1, 1957, a skin test for sensitivity to Bru- 
cellergen (a suspensoid of nucleoprotein prepared 
from Br. abortus cells) was performed on the patient. 
Dilutions of Brucellergen of 1:1,000 and 1:100 were 
negative by intradermal skin test. With a 1:10 dilu- 
tion of Brucellergen, a 2-cm. area of erythema and 
induration appeared within 24 hours and persisted 
beyond 72 hours as a 1.5-cm. area of induration. 


459 30th St. (9) (Dr. Sadusk ). 
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The thionine blue used in this study was supplied through 
I. S. Danielson, Ph.D., of the Lederle Laboratories Division, 
American Cyanamid Company, Pearl River, N. Y. 
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OVERGROWTH OF SERRATIA MARCESCENS IN RESPIRATORY 
TRACT, SIMULATING HEMOPTYSIS 


REPORT OF A CASE 
David Gale, Ph.D. 


John D. Lord, M.D., Durham, N. C. 


Accumulated evidence’ has demonstrated that the 
prolonged use of broad-spectrum antibiotics may so 
alter the normal flora of the body that antibiotic- 
sensitive organisms may be replaced by organisms 
usually considered nonpathogenic or weakly pathogen- 
ic, which may set up new infectious syndromes. This 
phenomenon has been seen frequently to involve the 
gastrointestinal tract (particularly the oral cavity) and 
the respiratory and the genitourinary systems in hu- 
mans receiving penicillin, the sulfonamides, strepto- 
mycin, oxytetracycline, chlortetracycline, and chlor- 
amphenicol. Some of the organisms so isolated have 
been Pseudomonas aeruginosa, Candida albicans, 
Klebsiella pneumoniae, and Serratia marcescens. 

S. marcescens,” also known as Chromobacterium 
prodigiosum or Bacillus prodigiosus, is an aerobic, 
motile, gram-negative rod that produces a red pigment, 
which is insoluble in water. It and other members of 
the genus Chromobacterium have generally been con- 
sidered to be saprophytes with no known pathogenicity 
for animals or for man. There are, however, a few 
scattered reports of pathogenicity for animals in the 
literature since 1933.° Human infection with Serratia 
organisms have been reported in cases involving 
septicemia,’ meningitis,” pneumonia,” bronchiectasis,” 
skin lesions,” and urinary infections.* Wheat and his 
associates “ reported 11 cases of urinary tract infections 
involving S. marcescens after manipulation of the 
genitourinary tract and massive antibiotic therapy. 

It is of interest that the first case of Serratia infection 
in man, reported by Woodward and Clark in 1913,° 
was very similar to the case to be presented. Their 
patient, a 24-year-old man, had a chronic cough and a 
respiratory infection producing foul-smelling sputum. 


From the Veterans Administration Hospital. Dr. Gale is now 
at the Veterans Administration Hospital, Albuquerque, N. Mex. 


He began to bring up “bloody” sputum, but he did not 
have chest pain or an elevated temperature. Examina- 
tion of the red sputum revealed no red blood cells. 
Smears and wet mounts showed gram-negative, motile 
rods. Cultures repeatedly grew Serratia organisms. 
Vaccine therapy for eight weeks was thought to be 
effective in curing this condition. 


The patient, a 39-year-old man, was admitted to the Veterans 
Administration Hospital, Durham, N. C., on Oct. 9, 1953, 
because of severe asthma. The patient had a history of multiple 
hospitalizations since 1947, when his asthma, first noticed when 
he was a child, recurred while he was in the Marine Corps. He 
had had obstructive emphysema of moderate severity for many 
years. Previous treatment had consisted of the administration 
of a variety of bronchodilator drugs, skin sensitivity studies and 
vaccine treatments, sedatives, and trials of therapy with various 
antibiotics. Significant psychosomatic factors in his condition 
were recognized. The patient was considered to be an extremely 
passive and dependent personality. Constant complaints of 
girdle-like chest pain and pain in the left shoulder were in- 
vestigated on many occasions, and, although they were difficult 
to evaluate, the pains were felt to be greatly exaggerated by 
the patient. He had a history of having small hemoptyses 
Pertinent physical findings were limited to the chest, wher 
hyperresonance, distant breath sounds, and many tight, hig) 
pitched wheezes were heard. The leaves of the diaphragm 
were low but moved well. Chest expansion at the nipple line 
was limited to 2 cm. Roentgenograms of the chest only showed 
moderate emphysematous changes. 

Because of the severity of his asthma and the failure to 
effect control by the usual bronchodilator therapy, he was given 
150 mg. of cortisone acetate intramuscularly immediately and 
75 mg., four times daily, thereafter. The cortisone dosage was 
decreased to 50 mg., four times daily, six days later; to 25 mg., 


four times daily, four days later; and to 25. mg.,-three—tiney 


daily, thereafter. With the administration of cortisone, in adii- 
tion to his usual medicaments, inhalations of isoproterenol 
(Isuprel) hydrochloride, ephedrine by mouth, and aminop)y!- 
line by rectum, his asthma improved considerably. His com- 
plaints of chest pain continued, however. 

On Oct. 20, 1953, his rectal temperature rose to 102 F 
(38.9 C), and his complaints of pain in the left lower part of 
the chest became more marked. Repeat x-rays and electrocar:lio- 
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graphic examinations showed no changes. The hematological 
findings were white blood cell count of 14,100 per cubic milli- 
meter, with 49% polymorphonuclear leukocytes, 45% lympho- 
evtes, 4% eosinophils, and 2% monocytes. The cortisone therapy 
was discontinued three days later, and the patient was given 
oxytetracycline, 1 Gm. immediately and 0.5 Gm. every six hours. 

On Oct. 26, 1953, he noted “blood-streaked” sputum, and, 
on Oct. 27, 1953, he began coughing up occasional mouthfuls 
of “bloody” sputum. X-rays again showed no change. Urine 
urobilinogen and serum bilirubin values were normal. Physical 
examination showed no evidence of thrombophlebitis and no 
changes from the previous examination. Samples of the “bloody” 
sputum were sent to the bacteriology laboratory for culture. 
§. marcescens in large quantity and occasional Candida sp 
colonies were reported. The patient was still coughing up large 
amounts of red-colored sputum. Examination of this material 
showed no red blood cells and no occult blood on repeated 
benzidine and guaiac tests. The oxytetracycline therapy was 
discontinued. By Nov. 2, 1953, the sputum was completely 
clear of traces of red material. 

The patient’s old charts were reviewed. It was found that 
Serratia organisms were reported to have been present in his 
sputum on Aug. 31, 1953, during a previous hospitalization, At 
that time he was receiving oxytetracycline and procaine peni- 
cillin G and had received penicillin and oxytetracycline by 
aerosol. Serratia organisms had also been recovered from a 
sputum culture on Oct. 14, 1953, 6 days prior to his tempera- 
ture elevation and 12 days prior to his production of the 
“bloody” sputum. Blood cultures taken at the time of tempera- 
ture elevation were negative. Sputum cultures taken in early 
November, prior to discharge, showed no Serratia organisms 
but only the usual normal flora. 


Bacteriological Studies 


The organism isolated from the specimen of the 
patient's sputum on the previous hospital admission 
was a gram-negative, motile rod, growing aerobically 
at 37 C, and producing a bright-red-pigmented colony 
on both blood agar plates and eosin methylene blue 
plates. The same organism was recovered from the red 
“bloody” sputum, in almost pure culture. It was a 
gelatin-liquefying, gram-negative, motile rod, which 
produced acid and no gas in triple sugar iron agar 
(TSI) medium. A grayish-white sediment and a red ring 
at the surface was observed when it was grown for 24 
hours in nutrient broth. With prolonged incubation 
(four to five days), the red growth diffused 2-3 cm. 
down the tube. Acetylmethycarbinol was formed ( posi- 
tive Voges-Proskauer reaction ). Indole was not present. 
The colonies on the nutrient agar medium were white 
after 18 hours, pink after 22 hours, and red after 26 
hours; on Sabouraud’s dextrose agar plates, fuchsia in 
48 hours; and on blood agar plates, orange to orange- 
ted in 26 hours. Hemolysis was not observed on the 
blood agar plates after 48 hours of incubation, but a 
narrow zone of alpha hemolysis became apparent after 
continued incubation at room temperature. Most of the 
colonies on the plates were round, convex, smooth, 
glistening colonies, with an entire edge 1.5-2.0 mm. in 
diameter. Variants also occurred that were large (10- 
12 mm.), smooth, flat, rhizoid, spreading colonies with 
long, finger-like, pseudopodial projections. The red 
pigment was soluble in ethanol, ether, and chloroform 
but not in water or in saline solution. The organism 
could best be classified as S. marcescens in accordance 
with the key in Bergey,* except for its growth at 37 C 
and its pathogenicity for mice as shown below. 

Pathogenicity for Mice.—The pathogenicity of this 
organism for mice was determined as follows: 1. Five 
mice were injected intraperitoneally with 0.1 cc. of a 
20-hour broth culture. At the end of 18 hours, four of 
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the five mice were dead. No deaths were seen in five 
mice injected with the nutrient broth. 2. Serial dilu- 
tions of a 21-hour broth culture were prepared in a 
saline solution. Three mice per dilution were injected 
with 0.2 ce. of the dilutions, 10° to 10“, intraperito- 
neally. The number of viable organisms injected was 
determined by counting the organisms on triplicate 
pour plates of the 10° dilution in nutrient agar. The 
only deaths occurred with the inoculation of the 10° 
dilution (5107 organisms )—one death in 7 hours and 
two deaths in 18 hours. All other mice survived. 
3. Groups of four mice each were inoculated intraperi- 
toneally with 0.2 cc. of the serial dilutions in a saline 
solution of an 18-hour broth culture, together with 0.8 
ce. of 5% hog gastric mucin or with 0.8 cc. of broth. 
The mucin suspension was prepared and the inocula- 
tions performed according to the methods described 
by one of us and Elberg.’° The number of viable 
organisms inoculated was counted by making streak 
plates of the 10°° and 10” dilutions in triplicate on the 
surface of nutrient agar plates. The results are pre- 
sented in the table. The LD,,, ( the lethal dose required 
to kill 50% of the animals) was calculated by the 
method of Reed and Muench."' 


Data on Pathogenicity of Strain of Serratia 
Marcescens For Mice 
No. of Deaths 
No. of Mice Inoculated with 


No. of Organisms Inoculated Mucin Broth 

1/4(48) o4 
0/4 
LDsot 9010, 000 61,000,000 


* No. of deaths/No. of mice inoculated, 6 hr. after injeetion 
+t Lethal dosese, caleulated by the method of Reed and Muench,"! 48 hr 


No pathology could be seen grossly except for signs 
of toxemia. No lesions in any of the organs were noted. 
The peritoneal wall was slightly hemorrhagic, with 
dilated blood vessels. The spleen and the liver were 
darkened and enlarged. The omentum and mesenteries 
were thickened with dilated capillaries. The kidneys 
were slightly enlarged, and the adrenals were enlarged 
and hemorrhagic. Sections were not made. 


Comment 


The mice were killed by 910° Serratia organisms 
when injected with mucin. It has been noted by many 
observers that the enhancement of the virulence of an 
organism by mucin will occur only if the organism is 
pathogenic or weakly pathogenic.'* This organism, 
therefore, is, weakly pathogenic for mice. Whether the 
Serratia was also pathogenic for the patient cannot be 
assessed from the data. It is likely, however, that it 
may have played a role in his continued illness, since 
it was repeatedly isolated from sputum specimens. 

The pathogenicity of an organism reflects not only 
the characteristics of the parasite but also the responses 
of the host. With modification of the host defenses by 
the administration of steroids or antibiotics or other 
factors, organisms that are normally considered non- 
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pathogenic may become pathogenic for a particular 
individual, dependent on the dosage, the location, and 
the “local environment.” 

Although this report concerns only one case, it 
seemed it would be of interest to present the data, 
particularly since the phenomenon has been described 
so rarely since the report of Woodward and Clark in 
1913.° They concluded that “in all cases of suspected 
hemoptysis, a complete examination of the sputum is 
of greatest importance.” 


Summary 


A “bloody” red sputum, simulating hemoptysis, was 
produced by a patient and was shown to contain an 
almost pure culture of Serratia marcescens, an organ- 
ism containing a red pigment. The “bloody” color of 
the sputum was due not to blood in the sputum but to 
the red-pigmented organism. The organism, classified 
as S$. marcescens, was found to be weakly pathogenic 
for mice. 

After this paper was submitted for publication, a similar case 
was reported by Robinson and Woolley (Lancet 13819 [April 


20] 1957). 
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SIMPLE METHOD FOR PROTECTING FRESH SMEARS FROM 


DRYING AND DETERIORATION 


DURING MAILING 


George N. Papanicolaou, M.D., Ph. D. 


and 


Emma Lou Bridges, New York 


As exfoliative cytology has become more widely 
used, the need for an adequate technique for mailing 
fresh, unstained smears to a cytology laboratory with- 
out exposing them to drying, which is known to distort 
the structural characteristics of the cells and their 
nuclei, has been more keenly felt. 

Several techniques for mailing fresh, unstained 
smears have already been suggested. Ayre’s glycerin 
method ' has found, thus far, the widest application. 
Other methods proposed more recently are the pro- 
pylene glycol and the rehydration techniques.” 

The method presented in this report was described 
by one of us (G. N. P.) in 1954.° Since then it has 
been intermittently used in our laboratory with gratify- 
ing results. It provides a preliminary fixation of the 
smears and the formation of a film which protects 
the smear surface during mailing. The staining reac- 
tion of the cells shows no appreciable change. 

In recent months, the technical aspects of this 
method have been subjected to a special study directed 
toward the development of a simple and well-stand- 
ardized procedure that would be suitable for utiliza- 


From the Papanicolaou Research Laboratory, Department of 
Anatomy, Cornell University Medical College. 


tion on a large scale. The technique which is propose! 
as a result of this investigation is presented here for 
a more general testing of its practical value. 

Fresh, wet smears are covered immediately with : 
small quantity—approximately 0.25 or 0.5 cc. per smea! 
—of Diaphane (a synthetic resin made by the Wil 
Corporation, Rochester, N. Y.) solution (3 parts 0 
95% ethyl alcohol to 2 parts of Diaphane). After 
the Diaphane has dried thoroughly, in 20 to 30 min- 
utes, a hard, smooth film protects the surface of the 
smear. The slides can then be wrapped in wax pape! 
and mailed any distance. When received in the labor 
tory, they are placed in alcohol-ether for approx 
mately 20 minutes to remove the Diaphane; then the) 
are stained according to the routine method for cyto 
logical smears. 


Value of Technique 


The fixation, preservation, and staining of all type 
of cells in smears from respiratory and female genit:! 
secretions were found to be very satisfactory evel! 
after a lapse of two weeks. Previous use of the metho! 
has shown that the staining of the cells remains w 
altered for several years. Another favorable point 
that the pouring of Diaphane over a glass slide hel! 
in a horizontal position results in a better spreadins 
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and an improved adhesiveness of the smear, which 
thus tends to be more cellular. (If excess water is 
present in the specimen, the Diaphane film on the 
smear may appear milky and opaque instead of clear. 
Smears prepared from such specimens should, there- 
fore, be adequately dehydrated in 95% alcohol for one 
or two minutes before the use of Diaphane. ) 

The adoption of this technique could be expected to 
help in extending the use of the cytological method 
of diagnosis by making it available to areas not yet 
serviced by a local laboratory as well as to a larger 
group of private physicians. It would also enhance the 
potentialities of a wider utilization of the tampon as 
a method of collection of material for cytological 
study. In a preliminary test conducted on patients at 
the Lying-In Hospital of New York Hospital—Cornell 
Medical Center and the Kate Depew Strang Cancer 
Prevention Clinic of the Memorial Center for Cancer 
and Allied Diseases, New York, each of 12 women 
selected at random were supplied with a Draghi 
tampon, two slides, two plastic capsules (each contain- 
ing 0.5 ce. of Diaphane solution ), and written instruc- 
tions. These patients prepared their own vaginal 
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smears and covered them with Diaphane solution. All 
these smears were found to be satisfactory from the 
point of view of both preservation and fixation. 

Should such a method of collection and preservation 
prove to be practical, its use would greatly aid in the 
screening of larger segments of the population. How- 
ever, the ultimate value of projects of such a wide 
scope will not depend solely on the increase in the 
number of individual tests but also on the reliability 
of the cytological evaluation in the laboratory, the 
understanding and cooperation of the women exam- 
ined, and the full endorsement and participation of 
the family physician. 

1300 York Ave. (Dr. Papanicolaou ). 

This study was aided by a grant from the American Cancer 
Society. 
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Report of the Council 


The Council has authorized publication of the following reports. Nonproprietary terminology 
is used for all drugs that are mentioned; when such terminology is not considered to be gener- 
ally well known, its initial appearance is supplemented by parenthetic insertion of names 
known to be applied to commercial preparations. 
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DOSES OF WATER-SOLUBLE VITAMIN K ANALOGUES IN HEMORRHAGIC 
DISEASE OF THE NEWBORN 


During the last year several papers have appeared 
indicating a relationship between high dosages of 
water-soluble forms of vitamin K administered intra- 
peritoneally in the newborn infant and the occurrence 
of hemolytic anemia, hyperbilirubinemia, and kernic- 
terus. In March, 1955, Allison’ reported on a series 
of cases of kernicterus and hemolytic anemia in pre- 
mature infants whose only treatment had been with 
relatively high doses of a water-soluble vitamin K ana- 
logue. He stated that, despite clinical experience, 
which has shown that a dose of 5 mg. per day of such 
a compound is adequate for treating hemorrhagic dis- 
ease of the newborn, there is a widespread tendency 
to use much larger doses in the belief that this vitamin 
is innocuous under all circumstances. 

A brief comment was later published by Laurance.’ 
In his clinic the routine care of infants was modified 
by increasing the dosage of a water-soluble vitamin K 
analogue from 10 mg. once on admission to 10 mg. 
three times daily for three days. Shortly after this 
change he observed that six infants had developed 
clinical signs of kernicterus and subsequently died 
when they were from 6 to 18 days old. 


Animal studies reported by Moore and Sharman * 
demonstrated the effect of intramuscular injections of 
the water-soluble analogues of the vitamin in pro- 
ducing hemoglobinuria in rats deficient in vitamin E. 
Neither an aqueous preparation of vitamin K, admin- 
istered intraperitoneally nor orally ingested, water- 
soluble analogues caused hemolysis in _ these 
experimental animals. 

Recently Meyer and Angus * studied the effect of a 
water-soluble analogue of vitamin K which increased 
serum levels of bilirubin in infants during the first 
week of life. Most severe bilirubinemia occurred in 
the premature infants. It was concluded by these au- 
thors that, rather than effecting hemolysis, the action 
of the vitamin might be hepatotoxic; however, there is 
no conclusive evidence to prove this. The authors 
pointed to the risk of development of kernicterus in 
premature babies when the serum bilirubin is in- 
creased above 18 mg. per 100 cc. of serum. 

This effect of vitamin K dosage on plasma bilirubin 
in premature infants was also studied by Bound and 
Telfer.’ Their findings indicated that a decrease in the 
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instance of kernicterus of prematurity could be antici- 
pated if the practice of giving large doses of vitamin K 
analogues were abandoned. 

Letters of warning by Severinghaus°® appeared in 
several pediatric journals calling attention to the harm- 
ful effects described. It is important to emphasize 
more generally the danger of high doses of the water- 
soluble vitamin K analogues administered to infants. 
There is ample evidence that a single dose of a water- 
soluble analogue equivalent to 1 mg. of synthetic 
vitamin K (menadione) is adequate to prevent hemor- 
rhagic disease in the newborn. This would correspond 
to a dose of 3 mg. of menadiol sodium diphosphate 
(Synkayvite Sodium Diphosphate, Vitamin K Ana- 
logue ). Therefore, since this vitamin can cause serious 
metabolic changes under the conditions described, it 
is unwise to exceed this dose level. 


J.A.M.A., July 20, 1957 
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POTENTIAL HAZARDS 


Since its introduction almost two years ago, the 
tranquilizing agent meprobamate (Equanil, Miltown ) 
has been received with considerable enthusiasm by the 
general public as well as by large segments of the 
medical profession, This widespread interest has been 
based primarily on the assumption that large doses of 
the drug can be administered with practically no side- 
effects. The original clinical investigations on mepro- 
bamate ' indicated it to be an agent of extremely low 
toxicity over a wide range of dosage. These reports 
were based on observations in a relatively small num- 
ber of patients. As the use of the drug has multiplied, 
however, it has become increasingly apparent that 
meprobamate is capable of producing a rather wide 
variety of side-effects and untoward reactions. Al- 
though no fatalities have been reported to date, some 
of these reactions are alarming and potentially hazard- 
ous. Hence, it seems advisable to apprise physicians 
of the possible adverse reactions to meprobamate. 

Hypersensitivity reactions have occurred with suffi- 
cient frequency to indicate that these are definite and 
not infrequent complications of meprobamate therapy.” 
Dermal manifestations have included urticaria and 
diffuse maculopapular and erythematous skin rash, 
often accompanied by intense pruritus. Shaking chills 
and fever may also occur. Some patients have expe- 
rienced these allergic-type reactions after single oral 
doses of as little as 0.4 Gm. In some cases, symptoms 
have been severe enough to require the administration 
of corticotropin or adrenocortical steroids. Since hyper- 
sensitivity reactions of this type have occurred in pa- 
tients with no previous history of allergy or prior ex- 
posure to meprobamate, the drug should be admin- 
istered cautiously to such patients and should be 
withdrawn at the first sign of a cutaneous eruption. 

Acute nonthrombocytopenic purpura is another po- 
tentially serious type of hypersensitivity reaction to 
meprobamate. This has occurred in at least four pa- 
tients to date.’ Symptoms have included widespread 
purpuric, erythematous, and petechial dermatitis, per- 
ipheral edema, and fever. Platelet counts are not 
affected, but there is evidence of increased capillary 
permeability. Whether more serious complications 


OF MEPROBAMATE 


would ensue if therapy were continued in such patients 
is not known. There is no evidence that meprobamate 
exerts an adverse effect on the hematopoietic systen 
or is a causative agent in blood dyscrasia. 

Several reports of acute meprobamate intoxication 
have been recorded.* In most instances these have re- 
sulted from deliberate ingestion of very large amount: 
of the drug, ranging from 6 to 38 Gm. None of these 
reported suicidal attempts have been successful, but 
severe central depression with alarming signs and 
symptoms has been observed. These include coma with 
shallow respiration, muscular weakness, absence of 
reflexes, and hypotension approaching shock-like lev- 
els. In the most severe cases, complete respiraton 
and vasomotor collapse have been reported. No def: 
nite antidote or regimen of therapy for overdosage ha 
been devised. It is therefore important that meprobe- 
mate be prescribed with considerable discretion and 
in small quantities, if at all, in patients who may have 
suicidal tendencies. Physicians should also consider 
the possibility that meprobamate as well as the other 
tranquilizing drugs may increase such tendencies in 
agitated patients after its withdrawal. 

There is also some evidence that meprobamate 
possesses habit-forming properties.” Withdrawal symp- 
toms, including convulsions in some patients, have 
been observed when use of the drug has been dis- 
continued abruptly after prolonged therapy. In such 
cases the drug should be withdrawn gradually. In ad: 
dition to physical dependence, psychic dependence 
with a tendency toward excessive self-medication 
undoubtedly created in certain patients. Some patients 
also may experience tolerance to the drug and, because 
progressively larger amounts of the drug may be te 
quired to maintain the therapeutic effect, the chanct! 
of acute intoxication are appreciably increased. Sinc 
the drug is intended primarily for those with basi 
emotional instability, cognizance of the possible 0 
currence of these psychic complications is requisite 
for intelligent therapy. 

Drowsiness occurs in a substantial number of p* 
tients undergoing therapy with meprobamate, but thi 
appears to be an accompaniment of its mild som: 
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facient action rather than a side-effect. Other reported, 
although rarely encountered, side-effects and untoward 
reactions include gastric discomfort, paradoxical re- 
action with extreme excitement, intestinal hyperperis- 
talsis with abdominal cramping and flatulence, severe 
diarrhea with rice-water stools, palsy of extraocular 
muscles with diplopia, and generalized muscular 
paralysis. 

The foregoing consideration of reported reactions 
to the drug is not intended to be construed as evidence 
that the usefulness of meprobamate is outweighed by 
its potential side-effects. It has been administered to 
a very large number of patients, and the actual per- 
centage of serious adverse reactions, while unknown. 
is undoubtedly quite small. Accordingly, this report is 
intended to point out that side-effects and untoward 
reactions to meprobamate can and do occur and that 
the drug should be administered with the same discre- 
tion as other therapeutic agents. 
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NEW AND NONOFFICIAL DRUGS 


Formerly New and Nonofficial Remedies 


Monographs and supplemental statements on drugs described here and in subsequent editions 
of New and Nonofficial Drugs are based on the evaluation of available scientific data and re- 
ports of investigations. Applicable commercial names for preparations of evaluated drugs are 
listed at the end of monographs and parenthetically in the text of supplemental statements; 
additional commercial names of which the Council is informed will be included with subse- 
quently published supplemental statements and annual editions of New and Nonofficial Drugs. 


Tolbutamide.—1-Buty]-3-p-tolylsulfonylurea. — The 
structural formula of tolbutamide may be represented 
as follows: 


i 
CHs SO2NHC NH(CHo)sCHs 


Actions and Uses.—Tolbvtamide. an orally active 
hypoglycemic agent, has been found usefr] for the 
management of diabetes mellitus in carefully selected 
patients. It is classified chemically as a sulfonamide 
derivative; that is. it contains an -SO.N < group. How- 
ever, the drug is not a sulfanilamide derivative. since 
it contains a methy] group (—CH;) at the para positicn 
of the benzene ring rather than the characteristic amino 
group (—~NH2). Since the latter group (—NH»} is 
present in practically all sulfonamide derivatives used 
in the treatment of infection and is considered of sig- 
nificant importance for bacteriostatic effect, tolbuta- 
mide is, as might be expected, devoid of antibacterial 
action. The outstanding pharmacological effect of orally 
or parenterally administered tolbutamide is a lowering 
of the blood sugar level. This has been observed in all 
species of laboratory animals studied and in human 


f patients, both without and, in favorable cases, with 


diabetes mellitus. In nondiabetic patients, the drug 
Produces a rapid fall in the blood sugar level which is 


H. D. Kautz, M.D., Secretary. 


most pronounced within one hour after oral adminis- 
tration. In responsive diabetic patients, however, this 
effect is much more gradual; ordinarily, a period of five 
to eight hours elapses before the blood sugar level 
reaches a minimum. There appears to be no rigid dose- 
response relationship with orally administered tolbuta- 
mide. since, in humans, amounts in excess of 3.0 Gm. 
usually induce no greater fall in blood sugar level than 
do doses of 3.0 Gm. or less. Hence. the likelihood of 
acute hypoglycemic reactions is less with administra- 
tion of tolbutamide than with insulin. 

The mechanism by which tolbutamide reduces the 
blood sugar level is not completely understood. There 
is, however. one factor relative to the mode of action 
that has been conclusively established—the drug will 
not lower the blood sugar level in the complete ab- 
sence of pancreatic beta cells. Thus, it appears certain 
that the presence of a sufficient number of insulin- 
producing islets of Langerhans is essential for the 
elicitation of a hypoglycemic effect. It also has been 
shown that the major metabolic effects of insulin, such 
as the greater utilization of glucose by muscle and the 
promotion of lipogenesis, do not seem to be influenced 
by tolbutamide in the absence of endogenous insulin. 
In the light of present knowledge, therefore, the most 
favored hypothesis is that tolbutamide acts by eliciting 
insulin secretion from the beta cells. To what extent 
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other factors, such as a potentiation of insulin action 
or a decreased metabolic destruction of insulin, medi- 
ate the action of tolbutamide is not known. From all 
known facts, however, and without definitive proof of 
mechanism of action, it is already clear that tolbuta- 
mide cannot in itself be considered an orally given 
insulin, nor is it a substitute for insulin in the absence 
of a functioning source of endogenous insulin. 

Tolbutamide is absorbed rapidly from the gastroin- 
testinal tract. The drug is detectable in the plasma 
within one hour after oral administration, and peak 
plasma levels are reached after three to four hours, In 
contrast to the bacteriostatic “sulfa drugs,” tolbutamide 
is not acetylated. Instead, it undergoes oxidation, pre- 
sumably in the liver, to an inactive carboxy] derivative. 
Excretion of the drug is rapid; as much as 75% of an 
orally administered dose appears in the urine as the 
inactive metabolite within 24 hours. Because this ex- 
cretion product is readily soluble in acid urine, crystal- 
luria, hematuria, and calculi are not serious problems 
during therapy with tolbutamide. The urinary metabo- 
lite does, however, interfere with the usual tests for 
albuminuria. Hence, special procedures must be em- 
ployed to distinguish between true and pseudo-positive 
tests for albumin in the urine. 

In certain carefully selected patients, tolbutamide is 
capable of controlling the manifestations of diabetes 
mellitus without the use of insulin. Although the effi- 
cacy or safety of the drug does not exceed that of 
insulin, the drug offers the obvious advantage of being 
effective when given orally. It should be emphasized 
that not all diabetic patients are suitable candidates 
for therapy with this agent. Extensive clinical trials 
have adequately demonstrated that its usefulness is 
restricted to patients with uncomplicated diabetes 
mellitus of the stable type variously described as 
relatively mild adult, maturity-onset, or nonketotic, 
which cannot be adequately controlled by dietary 
restrictions alone. Therapy is considered successful 
if there is an adequate drop in blood sugar level, a 
diminution in glycosuria, and a disappearance of such 
symptoms as pruritus, polyuria, polyphagia, and poly- 
dipsia. Because of a gradual and sustained effect on 
the blood sugar level, a single oral dose of tolbuta- 
mide appears to be capable of providing, in respon- 
sive patients, a better 24-hour control of the blood 
sugar level than is possible with a single injection of 
insulin. Once patient responsiveness is established, 
maintenance therapy with tolbutamide is usually 
accompanied by a lower incidence of acute hypo- 
glycemic reactions than when insulin is employed. 

Rational therapy with tolbutamide demands that the 
physician thoroughly acquaint himself with its estab- 
lished indications, its limitations, and the proper criteria 
for selecting candidates for therapy. As already indicat- 
ed, the essential prerequisite for determining patient 
eligibility is that the diabetes be adult or maturity- 
onset in character and not controllable by dietary re- 
striction. The patient most likely to respond satisfac- 
torily to the drug is one in whom the disease is 
relatively mild and stable and who has developed 
diabetes sometime after the age of 30. In general, the 
longer the diabetes has been known to exist, the lower 
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the incidence of responsiveness to tolbutamide. Thus 
in the maturity-onset group of patients, the earlier the 
diabetic state can be diagnosed and treated, the bette, 
the chances for satisfactory contro] with tolbutamide. 
The severity of the disease also influences the respon. 
siveness to the drug; the higher the insulin require. 
ment, the less likelihood of successful conversion to 
tolbutamide. This is especially true if the diabetes js 
severe enough to require 40 or more units of insulin 
per day. Not all diabetic patients who fulfill the above 
criteria respond adequately to tolbutamide. As a furth. 
er aid to prognosticate response to the drug, there are 
at present two indexes that have a fair degree of pre. 
dictive reliability. In general, patients who report ; 
history of diabetic coma or those who develop ketonu. 
ria within 24 hours after withdrawal of insulin rarely, 
if ever, achieve satisfactory control with tolbutamide. 
indeed, its use in these patients may be dangerous with. 
out assurance of prompt adequate treatment if such 
complications occur. The final determination of respon- 
siveness to the drug lies in the result of a therapeutic 
trial for a period of not more than five to seven days in 
conjunction with a gradual withdrawal of insulin. If 
there is absence of ketonuria plus a satisfactory re. 
duction in the blood sugar level and glycosuria during 
the trial period, the patient may be assumed to be 
responsive to the drug. Cautious continuation of ther- 
apy is then indicated. If, on the other hand, the patient 
develops ketonuria or glycosuria, shows an unsatisfac- 
tory lowering or persistent elevation of the blood sugar 
level, exhibits serious side-effects, or fails to obtain 
subjective or objective clinical improvement, he must 
be considered unresponsive to the drug. In such cases, 
further therapy should be discontinued and use of 
insulin reinstated in the former dosage. Since the chief 
advantage of tolbutamide over insulin lies in its effec- 
tiveness when given orally, there is no point in tolbuta- 
mide-insulin therapy, even if such therapy might 
drastically reduce insulin requirements. Thus, unless 
tolbutamide alone can effectively control the disease, 
it should not be used at all. 

Tolbutamide is of no value and is contraindicated in 
patients with juvenile or growth-onset types of diabetes 
mellitus. If the disease develops in a patient under 2 
years of age, a therapeutic trial is not considered 
worthwhile. The drug likewise has no place in the 
treatment of the unstable or “brittle” type of diabetes, 
regardless of the age of the patient. Initiation or con- 
tinuation of therapy with tolbutamide is contraindicat- 
ed in patients with adult or maturity-onset type 0 
diabetes when complicated by ketosis, acidosis, dia- 
betic coma, infections, severe trauma, major surgical 
procedures, gangrene, Raynaud's disease, liver disease, 
or serious impairment of renal or thyroid function. The 
need for insulin, even though temporary, is indisper 
sable during the course of such complications. 

Education of the diabetic patient is essential for the 
safe and efficacious use of tolbutamide. As with the 
insulin-treated patient, the diabetic receiving tolbute 
mide should realize, first and foremost, that his met: 
cation controls rather than cures his disease and that 
its daily administration will probably be necessaly 
throughout the rest of his life. Such patients should 
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receive adequate instructions about the nature of the 
disease and measures to be followed to prevent and 
detect complications. Thus, proper control necessitates 
frequent tests for glycosuria and ketonuria as well as 
rigid adherence to instructions relative to body 
weight, exercise, personal hygiene, and avoidance of 
infections. The patient should be under close medical 
supervision, and the physician should be notified im- 
mediately if any untoward reaction or complications 
occur. Since insulin is indispensable in the manage- 
ment of complications, all patients receiving tolbuta- 
mide should also be instructed in the proper use of 
insulin. Recognition of the symptoms and the measures 
to counteract impending hypoglycemia are likewise 
essential parts of patient education. In view of the 
ease with which oral medication is taken and the 
resulting possibility of a careless attitude on the part 
of the patient, dietary restrictions should be stressed 
even more firmly for patients receiving tolbutamide 
than for those taking insulin. In short, all of the usual 
diagnostic and therapeutic measures necessary to in- 
sure optimal control of the diabetic state with insulin 
are equally necessary for control with tolbutamide. 

On the basis of both laboratory tests and clinical 
experience, the toxicity of tolbutamide appears to be 
low. Except for alterations in hepatic function tests in 
the dog, long-term and short-term toxicity studies in 
laboratory animals have not revealed any serious dele- 
terious effects. Although indications of impaired liver 
function have been rare in humans, there is some evi- 
dence that tolbutamide may act, in part, by interfering 
with enzyme systems in the liver. Therefore, the drug 
should not be given to patients with liver damage. In 
the large-scale clinical trials to date, the over-all inci- 
dence of reported side-effects is about 3%. The most 
serious of these has been hypoglycemia, which is most 
likely to occur during the transition period. Other 
untoward reactions to the drug so far reported include 
gastrointestinal upsets, weakness, paresthesia, tinnitus, 
headache, and alcohol intolerance. Animal studies sug- 
gest that tolbutamide may prolong the action of bar- 
biturates. For this reason, caution should be employed 
when administering barbiturate anesthesia to patients 
on tolbutamide therapy. As with other sulfonamide 
drugs. tolbutamide can produce such allergic skin 
manifestations as pruritus, erythema, urticaria, and 
morbilliform or maculopapular eruptions. If these oc- 
cur, use of the drug should be discontinued and insulin 
therapy resumed on the previous dosage schedule, A 
mild type of leukopenia has also been observed. Al- 
though this potentially serious adverse reaction has 
been reversible, physicians should be alert to its pos- 
sible occurrence. Patients should be warned to repcrt 
to their physician immediately for leukocyte and differ- 
ential counts in the event of fever, sore throat, and 
similar complaints. In contrast to the bacteriostatic 
sulfonamide drugs, tolbutamide has not caused hema- 
turia, crystalluria, or other signs of renal damage. Thus, 
alkalinization of the urine or a large fluid intake is not 
necessary when this agent is employed. 

Tolbutamide is a new drug and represents an entire- 
ly new therapeutic approach to the management of 
diabetes mellitus, Although clinical trials have been 
promising, much remains tc be learned as to its ulti- 
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imate usefulness and safety. This can only be attained 
through longer experience. As the drug comes into 
more general use, it is expected that the chief hazard 
will be a high incidence of ketosis during the transfer 
from insulin, chiefly because certain patients are not 
suitable candidates for such conversion. It should al- 
ways be borne in mind that the only real advantage of 
tolbutamide over insulin is its effectiveness when given 
orally and that insulin remains the indispensable drug 
of necessity in all diabetic complications. When prop- 
erly employed, tolbutamide can provide increased 
comfort, well-being, and convenience for a selected 
segment of the diabetic population. Improper or care- 
less use, by physician and patient alike, will result in 
therapeutic failure or serious consequences. 

Dosage.—If preliminary objective and subjective ob- 
servations indicate patient eligibility for tolbutamide. 
therapeutic trial is initiated by the oral administration 
of 3.0 Gm. on the first day and 2.0 Gm. on the second 
day. This inital dosage applies to all diabetics, whether 
or not they are receiving insulin. After the second day of 
therapy, dosage is gradually reduced, until a minimum 
requirement adequate for satisfactory control of blood 
sugar and glycosuria has been established. Trial of the 
drug should not exceed one week. In responsive pa- 
tients, the maintenance dose may vary between 0.5 to 
1.5 Gm. per day but should not exceed 2.0 Gm. The 
drug may be taken as a single dose each morning or in 
divided doses after meals, the latter schedule being 
preferable from the standpoint of gastric tolerance. 

In converting diabetic patients from insulin to 
tolbutamide therapy, the insulin therapy should not be 
stopped abruptly. During the withdrawal period, the 
urine should be tested as frequently as three times 
daily for sugar and ketone bodies and the fasting blood 
sugar level determined before and four hours after the 
first dose. In patients with insulin requirements of less 
than 40 units per day, tolbutamide therapy may be 
initiated with a concurrent 30 to 50% reduction in 
insulin dosage. Depending on responsiveness of the 
patient, the insulin dosage is then reduced in a daily 
stepwise manner until complete conversion has been 
achieved. Trial of the drug in patients requiring more 
than 40 units of insulin per day is best accomplished 
in a hospital. In these patients, insulin dosage is re- 
duced only 20% on the first day of tolbutamide therapy, 
with further careful reduction if adequate response is 
observed. Too rapid conversion may result in aggra- 
vation of the diabetic state, even in patients with a 
small insulin requirement. 

Since most complications with tolbutamide occur 
during the conversion period, it is impcrative that 
diabetic patients be under close medical supervision 
at this time. Regardless of the severity cf the disease 
or prior treatment, all patients should be seen daily 
for the first week of therapy. During the first month, 
physical examinations and blood sugar level determi- 
nations should be carried out on a weekly basis, If sore 
throat, fever, or even malaise appears, a leukocyte 
count is indicated immediately. Thereafter, the patient 
should be checked at least once a month. 


Applicable commercial name: Orinase. 
The Upjohn Company cooperated by furnishing scientific 
data to aid in the evaluation of tolbutamide. 


he 
4 
in 
ve 
h 
ire 
a 
4 
le, 
ch 
in / 
re- 
be 
ont 
ust 4 = 
es 
of 
ict ; 
ad 
ta. 
ess 
90 
the 
on: ae 
of 
by 
cal 
se, 
en 
4 
the 
the 
ta- 
di- 
hat 
ary 


1336 


THE JOURNAL 


OF THE AMERICAN MEDICAL ASSOCIATION 
Edited Under the Direction of the Board of Trustees 


Editor and Managing Publisher AUSTIN SMITH, M.D. 
Associate Editor . . JOHNSON F. HAMMOND, M.D. 
Assistant Editors . . WAYNE G. BRANDSTADT, M.D. 
FREDERIC T. JUNG, M.D. 
EDWARD R. PINCKNEY, M.D. 
° . MILTON GOLIN 
. GEORGE HALPERIN, M.D. 
. CHARLES CHAPMAN 


Assistant to the Editor 
Editor for Medical Literature Abstracts . 
News Editor 


Fifteen dollars per annum in advance 
. “Medic, Chicago” 


Subscription price . 
Cable Address 


SOME MEDICAL ASPECTS OF VACATION TIME 


The blessings of summertime have, in the past, been 
mixed with many tribulations for the physician. A 
decrease in the incidence of many contagious diseases 
was offset by a striking increase in accidents. In the 
United States the season used to begin with an orgy 
of pyrotechnics on the Fourth of July. In 1903 the 
fireworks connected with this holiday were responsible 
for 466 deaths and 3,983 serious injuries.’ During the 
short vacation periods that followed, people rushed 
out to get hasty exposures to sun and wind in crowded 
resorts, to swim in water polluted by human or indus- 
trial wastes, to be stung, bitten, kicked, or gored by 
unfamiliar animals, to encounter new vegetable 
enemies ranging from nettles and poison ivy to toad- 
stools and green apples, to cope with poor refrigera- 
tion and unsanitary plumbing, to impale thumbs on 
fishhooks and be aimed at by careless hunters, and 
generally to crowd enough traumatic experiences into 
a few days to do for the rest of the year. For the 
physician this meant not just the treating of wounds, 
of poisonings, and of the gastroenteritis then called 
“summer complaint’; it meant also the tragedy of 
seeing men dead of gunshot wounds, boys drowned in 
boating accidents, and children blinded by firecrackers. 

In some respects the situation has not improved; in 
some others it has become worse. Industrial pollution 
of rivers has rendered long stretches of shoreline use- 
less for any kind of recreation. Of the biggest of 
American rivers it was recorded in 1956 that some 200 
municipal and industrial sewers were emptying into a 
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single 35-mile stretch, so that the surface was “a heay. 
ing white scum,” with “oil slicks, grease, phenol, 
ground garbage, raw sewage, and a heavy load of silt 
from upstream.”* In some parts of the country the 
metal parts of boats were corroded by acids in the 
water; in other places ducks died when they were 
unable to escape from an oily water surface. Many a 
recreation area is made ugly by waste paper and rust. 
ing cans, and many a bather has had his summer 
spoiled and his life endangered by stepping on the 
fragments of a broken bottle. While the population of 
this country has increased, the extent of recreational 
water frontage has been decreased by these antisocial 
manifestations. 

There have also been increasing difficulties about 
keeping the family together during vacation time, 
especially for city-dwellers. Very few parents can 
think with equanimity about the idea of having a 
child spend an entire hot summer of idleness in a big 
city. The temptations and dangers are too great. When 
a family cottage is out of the question, a summer camp 
for children is often a happy solution. For countless 
children and young people the summer camp has been 
an earthly paradise. But there are exceptions. During 
the poliomyelitis scares of 1949 some poorly organ- 
ized camps disintegrated in panics. Others have 
occasionally revealed themselves as poor places for 
children even without the added stress of special 
misfortunes. Some camps have been operated by in- 
experienced or ignorant staffs, and a director who 
happens to be fanatical about pugilism or football, and 
who erects a boxing-ring as a focus for an athletic 
field in the middle of the camp, can transform the 
place into a veritable hell for boys who are undersized, 
awkward, weak, myopic, or otherwise handicapped. 
Fortunately such organizations as the American Camp- 
ing Association, the Boy Scouts of America, and the 
Young Men’s Christian Association, to mention but a 
few, have done priceless work toward insuring whole- 
some conditions in summer camps. Children with 
special handicaps are also provided for, as in some 
successful camps for those with diabetes and heart 
disease.” 

It is to be hoped that the facilities enabling older 
people to enjoy recreation out-of-doors will soon un- 
dergo a similar development. There has been @ 
tendency to confuse a comfortable type of relaxation, 
in which there is spontaneous alternation between 
activity and rest, with the highly inhibited state of the 
patrons at an expensive resort, where sunbathers lie in 
well-ordered rows beneath the appraising gaze of 
spectators on the terrace above, where a bored young 
fellow attempting a few push-ups is labeled an exhi- 
bitionist, where the merriment is measured and the 
scene must be kept picturesque. Young people can get 
recreation under such conditions, but the handicapped 
and the elderly cannot; they need some measure 0! 
privacy if they are to let themselves out in any kind 
of sport. The value of a vacation of the right sort for 
such people might well be studied by those interested 
in mental hygiene.* 

The fact that headway can be made against some of 
these problems has been demonstrated in the case of 
Fourth of July fireworks. In the year 1900 a boy it 
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Philadelphia walked into a store and fired his toy pistol 
into a collecticn of torpedoes. Eight people died in 
the wreckage of the store, and in the ensuing hysteria 
friends of the owner threatened death to any who 
would report the facts in the case.” Tragedies of this 
sort recurred year after vear. From 1903 to 1916 the 
American Medical Association published annual sum- 
maries of injuries resulting from the celebration of the 
Fourth of July. After 1916, which was the first vear 
without a single case of tetanus from this cause, the 
series of reports was interrupted for a time, but it was 
resumed in 1937. In that year, among other things, a 
shelf of fireworks in a drugstore caught fire with 30 
people in close proximity; six women and girls died, 
and others were seriously injured. The total of injuries 
for the country as a whole in that vear was 7,205. 

A summary published in 1946 clearly showed the 
relation between low accident rates in such states as 
California and the adoption of well-considered legis- 
lation about the sale and transportation of fireworks. 
The American Medical Association discontinued its 
publication of annual reports in 1946. By that year, in 
fact, the number of deaths connected with the Fourth 
of July for the entire country had been reduced to six, 
and only 903 serious injuries were reported.° 

This record invites comments on the number of 
deaths and injuries still caused by automobile acci- 
dents on holidays. The shortening of the working day 
by automation, the increasing length of vacations, the 
increasing popularity of winter vacations, and the 
improving opportunities for daily outdoor activity such 
as gardening in one’s own back yard should eventually 
temper the desperate haste with which some people 
set out on holiday excursions. Deaths in traffic acci- 
dents connected with the Fourth of Ju'v in 1956 (a 
Wednesday) numbered at least 137, accordins to 
counts made by the Associated Press. This figure 
represents actual deaths reported bv the name of the 
deceased as resulting from automobile accidents that 
occurred between 6:00 p. m. on the evening of Tues- 
day, July 3, 1956, and 11:59 p. m. Wednesday, July 4; 
it is subject to a slow process of correction because 
deaths are not always immediate and reports giving 
names and places are not always prompt. Preliminary 
figures from the Associated Press for the 102-hour 
period from July 3, 1957, to 11:59 p. m. Sunday, July 
T, ascribe 535 deaths to traffic accidents, 201 to drown- 
ing, and 99 to other causes, making a total of 719. The 
news is good to the extent that traffic accidents were 
less than the predicted 535 and that deaths ascribed 
to fireworks have paled into insignificance. 

The medical profession of the United States can 
rightly claim a share of the credit for having brought 
about a saner observance of the Fourth of July by 
giving it the systematic attention already mentioned. 
Similar attention should now be given to the problem 
of automobile accidents. A substantial beginning has 
been made. This was noted editorially’ in an issue of 
Tue Journat which was largely devoted to scientific 
articles on this problem. It is to be hoped that con- 
tinued understanding and control of human behavior, 
as exemplified in the reduction of accidents with fire- 
works, will soon prove equally successful in reducing 
the accidents with automobiles. 
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GROUP PRACTICE OF MEDICINE 


Most physicians are interested in knowing some- 
thing about group practice. For those doctors who 
would like to find out how and why groups organize, 
the American Medical Association's Council on Medi- 
cal Service and the American Association of Medical 
Clinics have prepared a second report of their joint 
survey of group practice which began in 1954. In this 
issue of THE JOURNAL, starting on page 1338, is a 
factual study of 103 group practice organizations that 
is designed not only to be of general interest but to 
assist physicians considering group practice. It is also 
intended to supply information to those already in 
group practice who would like to review such practice 
as it is being done elsewhere. 

For the purposes of this particular joint survey, a 
group consists of four or more physicians working 
together in collaborative practice for more than three 
vears, and in which practice income is pooled and 
earnings divided among the physicians on some pre- 
arranged agreement. The survey is certainly not in- 
tended to be either a guide for, or promotion of, group 
practice. It is simply a reflection of past and present 
experience and the philosophy and operation of the 
group practice organizations that were specifically 
studied. 

Some of the points of information disclosed by the 
study include the early problems that occur after 
organization. The reasons why doctors join and leave 
groups, the distribution of group income to members, 
the evolutionary process of adding more general prac- 
titioners within groups, and the opportunity for re- 
search provided by group practice should prove 
interesting readinz to all members of the medical 
profession. 

Those in group practice stress many indirect bene- 
fits to the member physician, and such advantages as 
well as certain requirements to be a member of the 
group are discussed in detail. For example, annual 
vacation time is provided for by all the groups studied, 
but the length of time allowed varies with the various 
groups; in many cases, vacation time is determined by 
the leneth of time that the physician has been asso- 
ciated with the group, and even the age of the phy- 
sician is a factor. Only 22% of the groups studied re- 
quired their members to take time off for postgraduate 
study and medical meetings, but 28% of the groups 
expected the physician to include training and meet- 
ings during his allowed vacation time. Sick leave, life 
insurance, and the payment of professional dues and 
subscriptions were some of the other benefits disclosed. 
Retirement plans and death benefits, while incon- 
sistent, are beginning to be a part of the group op- 
eration. 

Probably the most unique finding of the survey is 
the lack of consistency in any one phase of all the 
many subjects covered and, furthermore, the lack of 
correlation between the size of the group and its age, 
geographical location, or the original reasons for its 
inception. A second phase of this survey will be com- 
pleted next fall, in cooperation with the American 
Association of Medical Clinics and the National Asso- 
ciation of Clinic Managers. 
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COUNCIL ON MEDICAL SERVICE 


This is the second report on the survey being con- 
ducted by the Council on Medical Service of the 
American Medical Association and the American Asso- 
ciation of Medical Clinics under the direction of the 
Committee on Medical and Related Facilities of the 
Council. The report on the first part of the survey, 
made in 1955, covering 48 group practices, was pub- 
lished in THe JourRNAL, Aug. 4, 1956, page 1391. 

The purpose of the survey is to collect factual in- 
formation on the operation of group practice organiza- 
tions which will be of value to those physicians either 
already in group practice or contemolating the estab- 
lishment of such a group. During 1956, 55 additional 
groups were surveyed, making a total of 103 personally 
visited organizations located in 23 states. Most of the 
actual field visits were made and reported on by Mr. 
John R. Sedgwick, a consultant in group practice 
organization. The following report is based on the in- 
formation gathered from these 103 groups. 

The survey did not include grcups less than three 
years old. It did not include large referral clinics such 
as the Mayo Clinic, the Cleveland Clinic, the Lahey 
Clinic, or the Ochsner Clinic. It also omitted groups 
of the “closed panel” prepaid insurance type and phy- 
sicians practicing under one roof but otherwise in 
independent practice. The survey included only groups 
of four or more physicians working together in collab- 
orative practice in which the income was pooled and 
the earnings divided among the physicians on some 
prearranged agreement. The groups surveyed in 1956 
included some larger groups than those visited in the 
1955 survey. The smallest group visited had 4 phy- 
sicians and the largest 70. 

It was found from the survey that, after the first 
two years in existence, there is little or no correlation 
between the size of the group and its age; the second 
oldest group visited started with five physicians and 
has remained for years with the same number. Further- 
more, small groups were found in large cities and large 
groups in relatively small cities. Consequently, it would 
seem that growth in number of physicians is dependent 
on the philosophy of the group and on local circum- 
stances rather than on age or geographical location. 

This survey is not intended, in any sense, as a guide 
or manual on group cr clinic practice. However, it is 
believed that the factual information presented, to- 
gether with the comments which have been incorporat- 
ed, may be of general interest and value not only to 
physicians already engaged in group practice but to 
others wishing to know more about this type of prac- 
tice. 


Members of the Committee on Medical and Related Facilities 
are Drs. Willard A. Wright, Chairman, Williston, N. D.; Robert 
L. Novy, Detroit, Mich.; Walter E. Vest, Huntington, W. Va.; 
Raymond M. McKeown, Coos Bay, Ore.; E. Dwight Barnett, 
New York; David Henry Poer, Atlanta, Ga.; Cleon A. Nafe, 
Indianapolis; George Cooley, Secretary, and Alice McKillop, 
Research Assistant, Chicago. 


SURVEY OF GROUP PRACTICE 


Why Do Groups Start? 


“What was the primary reason for starting your 
group?” 

Thirty-seven per cent replied almost verbatim, “The 
founders of this group believed that in group practice 
we could provide better medical care than when prac- 
ticing individually.” Twenty-nine per cent replied that 
the individual practice of the founders had grown to 
such an extent that either the number of patients seen 
had to be limited or a group had‘to be formed and 
more doctcrs brought in. Sixteen per cent became 
groups because the founders felt that group practice 
would permit more free time for study and recreation, 
Only one group cited desire for more money as the 
incentive. This, they said, proved illusory. (This 
group has developed into one of the best and most 
dedicated to the ideals of medicine of those visited 
in the survey. ) 

One group, located in a lumber district on the West 
Coast, explained its origin this way, “Several of the 
logging companies around here demanded that the 
physicians of the town work out some sort of health 
coverage for their employees. The doctors got together 
and found each other not such a bad sort. It was de- 
cided we could handle the problem better if we organ- 
ized as a group. We did and have been practicing that 
way ever since.” (This was one of the first, if not the 
first, of the prepayment medical health plans in the 
West. The group is now a general specialty group tak- 
ing care of both insured and noninsured. ) 

Comment.—It is encouraging to note that this survey 
revealed high ideals in the motives for organizing a 
group practice. Probably, in most instances, the for- 
mation of groups involved multiple motivation. 


How Do Groups Start? 


Most groups start with only a few physicians. Of 
those groups covered in the survey, 61% began with 
four physicians or fewer and over 70% with fewer than 
six. There were exceptions: two groups began with 15 
or more physicians. Eighty-seven per cent were started 
by physicians who had been practicing in the com- 
munity prior to forming the group. In only 12% was 
the location selected by physicians not already prac- 
ticing in the community. These physicians were re- 
turning from the armed services, from residencies, ot 
from internships. In such instances, the lecation was 
determined because of the need of the community for 
medical care, industries in the town, proximity to a 
teaching hospital, or similar reasons. In two instances, 
a young physician returned to his home town with 
some of his physician friends and started a group. 

One successful group is the result of the community 
advertising for doctors in a medical journal. Three 
young physicians who had just completed internships 
looked over the place, decided it was what they want- 
ed, and began practice as a group. This was in 1947; 
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today, the group consists of 12 physicians, of whom 
8 have specialty board certification. There are no other 
physicians in the community. 

Comment.—It is apparent that strangers to a com- 
munity are rarely instrumental in organizing a group 
practice. The answers to the question on this point in 
the survey corroborate the widespread belief that many 
groups start as a sort of evolutionary process resulting 
from the pressures of practice on practicing physicians 
and their desire, in response, to render more complete 
service. Of course, once formed, a group is not unlikely 
to bring to the community physicians who had not 
been practicing there before, but the founders seem 
almost always to have been in local practice. 


Mechanics of Starting a Group 


Over 90% of all groups included in the survey started 
as partnerships, but, beyond that, the groups had little 
or nothing in common, Usually a local attorney was 
called in to draw up the original agreement. Some- 
times the physicians drew up the agreement them- 
selves; some groups started with nothing but a verbal 
understanding. The physicians in one unusual group 
have been practicing successfully for over five years 
on a share-and-share-alike basis without one word of 
written contract. The only formal evidence of partner- 
ship is their federal income tax return. 

Many groups blamed their early troubles to their 
“slap-dash” mechanics of organizing. With many, the 
attorney selected to draft the partnership agreement 
was not familiar with professional partnerships and 
the problems thereof. A physician in a Wisconsin 
group stated, “When we organized, one of the doctors 
thought we could save money by having his nephew, 
who was still in law school, draw up the agreement. 
It took us two years to get over the mess that was 
caused,” Only 5 of the 103 groups surveyed employed 
expert consultants on group practice to get them 
started properly, Two of these turned over the entire 
job to the consultant. even to the designing, financing, 
and building of the clinic building. 

The survey shows that 63% started with a “business 
manager.” A typical remark is, “When we started we 
thought we weren't large enough to afford a good 
business manager, so we divided the work between 
the six doctors. One was in charge of accounting and 
collecting; one was responsible for the maintenance of 
the building and equipment; another was supposed 
to handle personnel; still another, public relations; 
and so on. It didn’t work. Finally we almost broke up, 
but in desperation we hired an able business manager, 
and the group really started from that date.” 

The younger groups, that is, those organized since 
1947, were usually found to have well thought out 
agreements which had been prepared by able attor- 
neys. Most of these groups also included good busi- 
ness managers from the start. 

Comment.—The experience of groups indicated the 
desirability of obtaining expert legal, business, ac- 
counting, and organizational advice from the very 
start. Although most groups, that, is about two-thirds, 
appear to have started with “a business manager,” in 
tuany instances these were not what the title implies. 
This appears to have been particularly true in some 
of the older groups, since many of those organized 
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since 1947 did start with capable business mana- 
gers as well as satisfactory advice from attorney 

) 
and others. 


What Were the Starting Office Facilities? 


When groups form, what do they do for office space? 
Do they rent, preparatory to building later; build their 
building immediately; or remodel? The survey found 
the original facilities were as follows: 40% built a new 
building immediately; 36% rented space, usually in a 
downtown office building; 15% purchased an old build- 
ing and remodeled; 7% established their offices in a 
hospital; and 2% took over the office of one of the 
founders and remodeled. 

Here are some replies to question on housing: 


1. “Each doctor put in an equal amount and we built the 
building. That was in 1933 when money was scarce. The best 
mortgage we could get was for only 40% of the value. When 
the building was completed, we moved in and began practicing 
as a group.” 

2. “We rented space in a downtown office building for 22 
years before we got sense enough to build our own building. 
Two vears ago we built this building and are mighty proud 

3. “As you can see, we took over an old bus terminal and 
made it into this attractive and efficient clinic. The best part of 
it is our extensive parking space.” 

4. “We really started with two organizations, a partnership to 
cover the running of the group and a corporation to own the 
building. The group rents from the corporation. Since the same 
doctors own both, to me it is just taking money out of one 
pocket and putting into the other, but our business manager 
says it saves a lot of accounting and if it does that Um for it.” 
of it.” 

5. “When this group started we bought this building and 
have been trying to get out of it ever since.” (Nore: This group 
is located in a downtown office building and occupies the two 
top Moors. It has no patient parking space. ) 

6. “When we started, the building was owned by only one 
of our doctors. When we needed to enlarge, a corporation was 
formed and enough stock was sold to the partners to finance 
the addition. This has been done three times until now practical- 
ly all of our doctors are part owners of the building.” 

7. “Two of the original four founders bought an old mansion, 
remodeled it for group practice, and then organized the group.” 
(Note: This is a rare instance where the building came first 
and the group second. ) 

8. “The clinic purchased this building which was originally 
built for the office of an insurance company. It was easily 
adapted to our needs.” 

9. “We started with but four doctors but built the building 
to accommodate eight. Within three years we had 12 and now 
have 18. And the building has not been enlarged one foot. 
There is no way to do it, so we are now trying to sell and build 
elsewhere. Our big mistake was to build a building that couldn't 
be expanded as the staff expanded.” 

10. “We built our original building with the expectation of 
having to enlarge it later as our staff increased. At the start we 
had plenty of patient parking space. We have enlarged three 
times and each time we sacrificed parking space to do it, until 
now there isn’t even enough to accommodate our doctors. We 
have recently bought some land farther out of town and will 
probably build and move there next year.” 


Comment.—A comparatively high percentage of the 
more recently formed groups (those organized since 
1947) started actual group practice with a new build- 
ing. Over 70% of the groups formed since 1947 started 
in this manner, An interesting comment pertaining to 
building ownership was made by a member of an 
Oregon group: “We are firmly convinced that having 
everyone of our doctors financially interested in our 
building has stabilized our group considerably. Group 
ownership creates group cohesion.” It is not apparent 
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that any firm conclusions can be drawn from this por- 
tion of the survey. Some groups prospered without ap- 
parent regard to their housing. However, most of 
those not occupying a new and adequate building 
were looking forward to a time when this could be 
accomplished. 


What Were Some of the Early Problems After 
Organizing? 

The study disclosed that there are some groups that 
had few, if any, early problems. At least, if they had 
any, they do not remember them. Of the remaining, 
a classification of the early problems is as follows. 

Problems of Facilities.—Six.. zen groups had trouble 
financing their building; 10 lacked adequate working 
space, which caused dissension; and 2 lacked adequate 
equipment. 

Problems of Management.—Twenty-one groups 
claimed that the division of net earnings was their 
greatest problem; 8 had placed too much authority 
in too few; 14 were poorly organized; 13 had difficulty 
in getting a good business manager; and 2 had trouble 
caused by lack of planning. 

Personnel Problems.—Thirteen groups had difficulty 
getting good men and, after getting them, holding 
them; 9 were troubled with personality clashes be- 
tween certain members; 2 added new men too fast; 
and 5 had trouble with physicians who were on their 
staff part time. 

Outside Problems.—Thirteen groups reported diffi- 
culty with the antogonistic attiude of local physicians 
toward the new group, and 4 had difficulty with the 
local medical society. 

Quotations.—Some typical quotations regarding early 
problems follow: 


1. “Our major early problem was that of getting good men 
and holding them after we got them. Many promising doctors 
left us to go into practice elsewhere. Eight doctors who are prac- 
ticing in this town are alumni of the group. The reason was 
we had no definite policy of hiring or progressing them in the 
group to partnership.” 

2. “This group started originally on a share-and-share-alike 
plan of distributing net profits. Because of the variable time the 
doctors were able to allot to the group effort, we found this to 
be unsatisfactory so changed to the ‘point system’ and have 
been on it ever since.” 

3. “Our main problem in the early days was one of finance. 
To build the building many of the partners went heavily in debt, 
and that, in addition to poor management, caused the first two 
years to be really rugged.” 

4. “The main problem we faced was one of personalities. The 
doctors had been practicing individually for several years and it 
took us some time to learn to work as a team.” 

5. “This group was started as a family affair—a father and 
two sons. There was a tendency for the family to dictate policies 
without consulting the other doctors in the group. Because of 
this we were unable to get with us the quality of doctors we 
needed.” 

6. “In our starting group there were two doctors of dominat- 
ing personalities. There was a struggle to determine who was 
‘boss.’ It was only after one of them left we really got going.” 

7. “Our initial problem was the antagonism of the county 
medical society. This is still a problem, although not as serious 
as it was at first.” 

8. “When we started we included several part-time doctors as 
partners. It didn’t work out. Besides their work at the clinic they 
maintained private offices downtown, and because of this they 
did not give their full loyalty to the group.” 

9. “All of the founders had been in practice before forming 
the group. They decided that their earnings in the partnership 


should be determined by their individual bookings. This did not 
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work. They found themselves competing with each other even 
more than they had been in individual practice. It was only 
after we changed to our present method of distribution that the 
group really got going.” 

10. “We started by renting office space in the hospital. We 
did this because it was cheap, but when we discovered that the 
group was gétting the blame for everything that went wrong in 
the hospital we moved to our own building.” 

1l. “In the early days we had a lot of what we called 
‘personality differences.” We thought it was just a part of the 
group practice which we had to live with. It was only after 
three men left that we realized that our ‘personality differences’ 
were a result rather than a cause. The cause was the looseness 
of our organization and the indefiniteness of our policies. When 
we tightened these up we cured the trouble.” 

12. “This group has been harmonious from the start. I sup- 
pose we have had our troubles but I can’t remember any of 
them as being very big. When we saw something wrong we 
immediately got together and solved it.” 


Comment.—It is not surprising that physicians in 
group practice should often encounter problems. In 
several instances, the problems were multiple, so that 
more than one difficulty is reported by a single group. 
Most of the older groups met their problems by trial 
and error and admitted to many mistakes. Many of the 
younger groups report having learned a great deal 
from the pioneers, so that, in general, their problems 
appear to be somewhat less acute and multiple. The 
most severe problems, as a rule, occur during the first 
year or so after establishment of the group. 


Current Cross Section of Group Practice 


Date of Founding.—Of the 103 groups studied, one 
dates its birth as far back as 1900. The other 102 were 
founded as follows: 6 started before 1910, 17 between 
1910 and 1920, 20 between 1920 and 1930, 15 between 
1930 and 1940, 1 during the war years of 1941 to 1944, 
31 between 1945 and 1950, and 12 between 1950 and 
1952. 

Although this information is not intended to show 
the growth of group practice, it does, in a way, indicate 
the trend of its birth rate. It is interesting to note 
how the depression years of the 30’s slowed up clinic 
organization; how the war years practically stopped it; 
and how its increase was phenomenal after the war. 

Comment: The data on the date of founding of 
groups are difficult to analyze. except to note that there 
has been remarkable increase in numbers since the 
end of World War II. It is also interesting to note that 
the depression years of the early 1930's showed a slow- 
ing in the number of groups organized. 

Obviously the groups included in the survey were 
biased, on the successful side, since groups which had 
died along the way were not included. There is only 
slight evidence on the number of those groups which 
have dissolved, but this suggests for the most part that 
those which failed to survive were composed of a small 
number of physicians and that the death rate was high- 
er in the early days of group practice before so much 
information on problems and development had been 
accumulated. 

Classification as to Size and Form of Organization.— 
The problem of management, the mechanics of orgat- 
ization, and the specialties included naturally vary con- 
siderably due to the size of the group. In order to 
analyze the statistics properly it was found necessary 
to break down the groups into four arbitrary classifi- 
cations, namely, those having fewer than 7 physicians, 
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those having 7 to 11 inclusive, those with 12 to 18, and 
those with over 18. The number of groups in the sur- 
vey in each of these classifications were (1) fewer 
than 7 physicians, 21; (2) from 7 to 11, 33; (3) from 
12 to 18, 31; and (4) those with over 18 physicians, 18. 

The partnership form of organization is the most 
common; over 95% of all groups visited were so organ- 
ized. Of those not so organized, two were associations, 
one corporation, one a foundation, and one a Mas- 
sachusetts trust. (The last is similar in many respects 
to a corporation ). The breakdown of form of organiza- 
tion by size of group is shown in table 1. 


TABLE 1.—Size and Form of Organization 


Part- Associ- Corpo- Foun- Massachusetts 


nership ation ration dation Trust 
Under 7 members ......... 21 
T WO 3 1 1 


Comment: It is clear that the partnership form of 
organization is still the most common. Over 95% of all 
groups visited were so organized. The survey revealed 
that the smaller groups, particularly those under about 
10 physicians, did not encounter any serious problems 
with the partnership organization. It was customary 
for the physicians to sit around a table and to solve 
their problems by collective give and take. However, 
when the number of physicians in a partnership grew 
to more than 12, the mere size often made it advisable 
to establish an administrative technique. This was 
usually in the nature of an executive committee, the 
members of which are elected by the partners on some 
kind of rotation basis. As a rule, this committee is 
given specific authority but is responsible to and re- 
ports to the general partners. 

In four of the largest groups surveyed, the adminis- 
trative organization had been elaborated into a series 
of committees, such as the personne] committee, the 
finance committee, the policy committee, the public 
relations committee, and the committee on buildings 
and grounds. In large groups, this appeared to have 
the advantage of giving each partner some specific 
function in the administrative area. 

Type of Groups and Their Size.—Group practice, 
excluding the closed-panel prepayment insurance 
groups which are not covered by this survey, may be 
divided into the following four distinct classes: (1) 
the general practice group, where all physicians are 
in general practice and specialty practice is not repre- 
sented; (2) the general service group, which includes 
both general practitioners and specialists; (3) the 
multiple specialty group, which includes specialists 
only but in several fields; and (4) the single specialty 
group, which includes physicians in one specialty only. 
(Groups in this category were omitted from this sur- 
vey.) A breakdown of type of group by size is shown 
in table 2. 

The General Practitioner in Group Practice —Many 
of the larger groups have added more general practi- 
tioners than physicians from any single specialty group 
within the last two years. Two of what had previously 
been multiple specialty groups had changed to gen- 
eral service groups by adding general practitioners 
within the last three years. One other multiple special- 
ty group visited was contemplating such a move. 
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One of the physicians (a specialist) in a group 
which had changed from multiple specialty to general 
service explained the change this way, “Our doctors 
felt that the group was becoming too specialized. 
There was a tendency to treat ‘conditions’ rather than 
human beings. The addition of general practitioners 
has cut down somewhat on the referrals we get from 
outside physicians, but it has rounded out our service 
to the community and best of all it keeps our feet on 
the ground.” 

Comment: The survey revealed that many of the 
general service groups and even two of the multiple 
specialty groups had started as general practice groups. 
It was common for members of a general practice 
group to find that the field of interest of each member 
physician naturally drifted toward one type of medical 
practice. Thus, the physician frequently found he was 
limiting his practice in whole or in part to a single 
specialty. It then became a logical step for members 
of the group to seek residencies and board certification 
and to add already specialized physicians. Frequently 
this appeared to be a logical evolutionary process 
rather than a planned change. 

The Specialist in Group Practice.—Table 3 shows 
the distribution of specialists according to size of the 
group. 

Comment: It is not possible, from an analysis of the 
frequency of specialists and general practitioners in 
groups, to determine what fields of practice should be 
included and their relationship to the size of the group. 
The table does shows, however, the actual frequency 
(though this may depend on availability of personnel 
in various specialty fields as well as on the needs of 
the community), the size of the group, and similar 
factors. Of course, it is not surprising that the larger 
the group the greater the number of specialties. 


Addition of New Staff Members and Problems Involved 


At the time of interview, 18 of the 103 groups stated 
that they believed they had reached their maximum 
growth and were interested only in adding new men 
for replacements. Fifty-three did not have definite 


Tasie 2.—Type and Size of Groups 


Fewer 

than 7 7toll 12 to 18 Over 18 


plans for growth. A typical reply was, “If we run across 
a good man and we think he will fit into the group we 
take him on. It is just as simple as that.” 

Forty-two groups had definite plans of expansion. 
Many of these were looking ahead three to five years. 
One group even starts looking for prospective members 
among fourth-year medical students. If they find a 
promising candidate they arrange for his internship 
at the local hospital where they can watch his work. 
If he still looks promising after internship, they take 
him into the group for one year as a salaried general 
practitioner, and, at the end of the year, if he wants 
to specialize, they not only help him get the best resi- 
dency available but assist him financially during his 
training. Many groups believe that a year or so of 
general practice, regardless of the specialty, makes for 
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a better group physician. Eight of the groups inter- 
viewed said this was a “must” before they would con- 
sider an applicant. 

Of those groups seen, 46 were planning to add 77 
new physicians during the next 12 months. Sixty-eight 
of these are expected to be either board-certified or 
board-eligible specialists. Most new physicians are ob- 
tained through personal contacts. This was most notice- 
able in the larger groups with wider contacts. Groups 
in the smaller cities and towns were found to have 
most difficulty in getting new physicians. Such groups 
have to compete with the advantages offered by larger 
cities. A group in a small town in Iowa has developed 
an interesting prospectus, well illustrated with photo- 
graphs of the clinic, both exterior and interior, includ- 
ing a description of the history and qualifications of 
its present members, the services rendered, and a de- 
tailed description of the town, outlining its advantages 
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Why Doctors Join Groups.—Although the survey did 
not try to make a compilation of the reasons why doc- 
tors join groups, comments made on this subject by the 
younger doctors when interviewed are interesting. 


1. “I felt I would have more time to keep up with the new 
developments in my specialty than I would if I had a successful 
private practice of my own.” 

2. “It was the only way I knew, outside of institutional 
practice, where I would have available the equipment and 
services I was trained to use and with which I can practice the 
best medicine I know how. I was broke when I finished my 
residency.” 

3. “The thing which attracted me to group practice was the 
‘team concept’—the availability of consultation help when you 
need it.” 


Why Doctors Leave Groups.—Information on the 
reasons for leaving groups was secured only from those 
persons still with a group. Possibly if we had been able 
to interview the individuals concerned, we might have 


TaBLe 3.—Distribution of Specialists According to Size of Group 


Groups of Less than 7 


Groups of 7 to ll 


Group of 12 to 18 Groups of over 18 


No. ot Groups % of Total No. of Groups % of Total No. of Groups % of Total No. of Groups % of Total 


Including in Class 
7 53.8 13 
13 100.0 32 
Obstetrics and gynecology ........... 6 
1 
1 
Ears, nose, and throat 
Fenitourinary diseases ............... 
ven 


~ 


Including 


in Class Ineluding in Class Ineluding in Class 
40.6 14 45.2 10 55.6 
100.0 3 100.0 18 100.0 
100.0 31 100.0 18 100.0 
71.9 28 90.3 14 77.8 
75.0 29 93.5 16 88.9 
21.9 1 48.4 14 77.8 
21.9 18 58.1 13 72.2 
31.3 24 774 18 100.0 
9.4 ' 3.2 4 22.2 
25.0 21 67.7 10 55.6 
6.3 7 22.6 10 55.6 
3.1 2 5 8 44.4 
6.3 6 19.4 7 38.9 
6.3 3 9.6 7 38.9 
3.1 ees 1 5.6 
3.1 owe 

3.1 1 2.2 1 5.6 
2 6.5 3 16.7 
3 9.6 4 22.2 
2 6.5 3 16.7 
1 3.2 1 5.6 
1 3.2 2 11.1 
1 3.2 3 16.7 

3.2 
16.7 
1 5.6 


as well as its disadvantages. When they are looking for 
a new physician they supply the private placement 
bureaus with copies to show prospective applicants. 

A check of the last 45 physicians added in the 103 
groups shows the source of contact as follows: through 
personal contact by present group members, 19; from 
private placement bureaus, 14; the physicians sought 
the position, 5; through the American Medical Associa- 
tion placement service, 3; through the state medical 
association, 2; and from medical schools, 2. 

What do groups look for in judging an applicant? 
Many answered this question with, “The ability to get 
along with his fellow man.” They recognized the im- 
portance of training, background, and professional 
qualifications, but frequently placed ability to get 
along with his associates as of equal importance. 
Thirty-seven said this quality in the applicant’s wife 
is a vital factor. One group in a small western town 
said, “We try to get someone who was born and raised 
in a similar locality. We have found that city doctors 
don’t work out.” 


secured different responses; however, the responses 
secured appeared to be sincerely given in every case. 
and the reason given was the best to the knowledge of 
the person interviewed. In many cases there were 
multiple reascns. 

The study shows a considerably greater adjustment 
of professional personnel in groups with 7 to 11 mem- 
bers than in the smaller or larger groups. How signifi- 
cant this is. there is no way of determining. However. 
in the analysis of reasons for leaving groups of this 
size, “personality differences” was given over twice as 
many times as in groups in the other size classifications. 
This suggests that, in groups with 7 to 11 members, the 
necessity for personality adjustment is high. With this 
one exception, the reasons for leaving are not correlat- 
ed with the size of group. 

Following is a classification of these reasons as to 
point value, based on a total of 136 points, rather than 
as to actual percentage value: (1) personality dif- 
ferences, 43 points; (2) death, 16; (3) dissatisfied with 
earnings, 16; (4) to practice on own, 16; (5) ill health, 
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gy. (6) did not return from armed service, 9; (7) re- 
tired, 8; (8) not taken into partnership soon enough, 
5. (9) wife dissatisfied, 6; (10) left for teaching or 
residency, 6; and (11) did not like town, 2. 

Comment: Some of the reasons given for physicians 
leaving groups are rather vague, and it is possible that 
there is, in fact, little diference between the reason 
“personality differences” and “dissatisfied with earn- 
ings.” However, it is clear that there are both unavoid- 
able reasons why physicians leave groups, such as 
death or ill health, and ones which might have been 
avoided had the understanding been better. 

About all that can be said on this subject is that 
physicians joining groups should use the greatest care, 
and groups themselves should also use great caution, 
in their selections. 

The Qualifying Period.—Ninety-three per cent of all 
groups visited have a definite qualifying period during 
which the new physician is on what might be called 
“probation,” preparatory to becoming a permanent 
member. In partnerships, this is the salary period be- 
fore the physician becomes a junior partner. It is the 
“getting acquainted” period. Of the groups requiring 
such a “trial marriage,” the length of time of this 
qualifying period is less than one year in 4% of the 
groups, One year in 28.2%, 18 months in 6.3%, two 
years in 33.3%, and over two years in 28.2%. 

The starting salary varied widely; however, 54 of 
the groups seen started all new physicians on a 
standard salary regardless of specialty. The salary 
ranged from $500 to $1,200 per month but was usually 
$1,000. A common practice, where the qualifying period 
is longer than one year, is to increase the salary by 
$200 a month at the end of the first year. Eleven of the 
groups surveyed gave specialty board—qualified physi- 
cians a $200 monthly bonus over the “standard” start- 
ing salary. In a few groups, the income of the new 
physician was determined by his bookings. However, 
the partner in one such a clinic stated, “We are serious- 
ly considering changing to a plan where our new men 
will be on salary during the qualifying period. When 
we add a new man, all of our doctors throw him work 
in order to build him into an economic producing unit 
of the group as rapidly as possible. By putting the 
emphasis on his bookings, he gets an exaggerated idea 
of his own value and we have trouble later on.” 

When asked as to the success of the standard start- 
ing salary idea, the business manager of a southern 
clinic replied as follows: 

We have used it successfully for the past 16 years. I can 
remember when we started doctors at $500 a month. It is now 
$1,000 and we are considering increasing it to $1,200. A new 
physician has a lot of expense when he moves to a new location 
and he should be worth that to the group. If he isn’t, we don’t 
want him, Our only trouble has been getting good pathologists 
and radiologists to start at our figure. Because of the supply 
and demand, they are offered more elsewhere. With the last 
radiologist, we had to make an exception and started him at 
$1,200. We dislike making exceptions, for if we do it at the 
start the doctor expects to get preferred treatment throughout 


his service with the group. That is why we are considering 
raising the standard salary to $1,200. 


Many of the more successful clinics have definite 
Plans for indoctrinating the new physician. They 
realize that group practice is a new experience to him 
and he has a lot of adjustment to make. They report 
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that by proper indoctrination they can eliminate future 
trouble that might crop up as “personality differences.” 

A member of a western clinic explained: 

We realize, when we get a new man from residency or in- 
ternship, all of his previous professional work has been in 
institutions and we don’t want him to think the clinic is just 
another institution. He must be made to realize that with the 
advantages of group practice come responsibilities as well. He 
is told the history of the group and the struggles his associates 
have gone through in order to build the clinic to where it is 
today. He is detailed on what he can expect from the group 
and what the group expects from him. We appoint two partners 
to act as his “proctors.” He is told they will help him in every 
way possible, and if there is anything at any time he does not 
completely understand to be free to consult with them, Our 
experience has proved that it is important to use as much care 
in indoctrinating a new man as in his selection. 

Another statement was, “We believe the best way to 
indoctrinate a new man is to give him responsibilities. 
As soon as we can we make him a member of one of 
our committees. It is the best way we know of giving 
him the feeling of belonging.” 

Comment: There is obviously a considerable varia- 
tion between groups in the requirements for partner- 
ship. This may depend on the number of physicians 
in a group, the location, and many other factors; how- 
ever, it is likely that the majority of larger and mature 
groups tend to have “a getting acquainted period” of 
somewhere between two and three years. 

Progression to Seniority.—In groups working on the 
“point system” or the personal rating plan, the new 
physician is immediately taken in as a partner after 
his qualifying salaried period. With the groups using 
the share-and-share-alike plan, there is often a period 
of junior partnership prior to seniority and equal par- 
ticipation. This is the period in which the junior part- 
ner is building his “good will” and_ responsibility. 
During this time his percentage of income sharing is 
increased annually, usually on a predetermined sched- 
ule of progress, until he shares equally with the other 
senior members. 

The length of junior partnership (when it exists ) 
varies according to the group; however, with but 
eight exceptions, it was for five to eight years. One 
group required 10 years, one only 3, and one moved 
the new man to seniority immediately after 2 years on 
salary. Six kept the physician on salary for five to eight 
years and then made him a senior. During this time 
his salary was increased annually. 

A junior partner in a group using such a plan com- 
mented, “One of the greatest advantages of group 
practice is the feeling of being on a ‘team.’ By having 
my income dependent on a percentage of group earn- 
ings rather than on a set salary it gives me a greater 
feeling of accomplishment, and I am more interested, 
naturally, in the group’s success.” 

Comment: There are some who feel that the term 
“junior partner” is not desirable. In order to avoid the 
feeling which this sometimes engenders, it has been 
abandoned by some groups and all partners are con- 
sidered alike. However, not infrequently, the voting 
rights in the partnership are lower for a newly elected 
partner than for one who has been a partner for sev- 
eral years. Under such circumstances, it is usual for 
the number of “votes” of the new partner to increase 
year by year until it is equal to that of the older 
partners. 


A 
: + 
A 
ie 
8 
Total 
lass 
6 
.9 
2 
.0 
6 
0.6 
4 
3.9 
5.6 
ape 
3.7 
2.2 
5.7 
5.6 
1.1 
5.3 
9.6 
ponses 
case. 
ige of 
were 
tment 
mem- 
ignifi- 
tt: 


1344 COUNCIL ON MEDICAL SERVICE 


Distribution of Group Income to Members 


The survey reveals that a perfect formula is still to 
be devised for the distribution of a group’s net earn- 
ings to its physician members. Only 11 of the 103 
groups were satisfied with their methods of income 
distribution. The others were continuing with their 
current plans simply because they had yet to find a 
better one. Nine groups had changed their plans with- 
in the last three years, and five others were contem- 
plating change in the near future. 

The type of income distribution used varies accord- 
ing to the philosophy of the group. The methods 
ranged from share-and-share-alike to determination of 
incomes entirely on the basis of the individual physi- 
cian’s bookings. If classified, the methods would fall 
into the following four major groupings: (1) share- 
and-share-alike, (2) the point system, (3) the personal 
rating plans, and (4) the compromise plans. (Only 
two of the clinics surveyed determined physician earn- 
ings by individual bookings alone. ) 

Share-and-Share-Alike Plan.—With the method of 
share-and-share-alike, all senior partners, regardless 
of specialty, amount put on the books, or other differ- 
ences, share equally in the net earnings of the group. 
The advocates of this plan believe that the interest of 
the group is primary and that of the individual second- 
ary and that the best way to secure cohesive, har- 
monious group is to treat all equally or as equally as 
possible. In some of these groups, however, it was noted 
that special bonuses were given for certain special 
reasons. Groups which did this are exceptions, and there 
were not enough to form a separate classification. 

It is interesting to note that, of the 11 groups which 
were “completely satisfied” with their method of dis- 
tribution, 8 were operating on the share-and-share- 
alike plan. Opponents of this system claim it does not 
encourage individual initiative, that there is a tend- 
ency for the doctor to reduce his effort, and that it 
does not recognize individual ability. When this was 
discussed with a senior member in a group sharing 
equally, his reply was, “There is nothing to it. Sharing 
alike increases the individual’s responsibilty to the 
group. There has been many a time where, if my in- 
come was strictly dependent on my own effort, I would 
have played hooky and gone fishing since I would 
be the only one hurt—but, as it is, I think of my fel- 
low associates and stay on the job. As to the recognition 
of individual ability, if you are careful in selecting only 
those whose ability is tops, you don’t have to worry.” 

Another common criticism of the share-and-share- 
alike plan is that it tends to standardize the method of 
practice of the individual. A reply to this was as fol- 
lows: 

It hasn’t done that in our group, not even in the same 
specialty. We have three men in our department of internal 
medicine and each practices in the manner and at the speed 
he has found best for himself. One of them is putting on the 
books about twice as many dollars as one of the others, but 
that does not mean he is twice as valuable to the group. The 
three recognize this fact and practice in absolute harmony. All 
we ask is that each physician devote his full time to the interests 
of the group and practice in the manner by which he believes 
he can render the best medical service. 


Many of these are general service groups, including 


general practitioners as well as specialists, with no 
premium placed on specialization. Some of those 
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not on this plan find this difficult to reconcile. How 
one clinic views this situation was explained this 
way: 

In our group we realize that to become a specialist requires 
a greater investment in time and money than to become a 
general practitioner. We compensate for this by requiring a 
general practitioner to stay a junior partner for an additional 
two years before he shares equally. With us, after the qualify- 
ing period of one year on salary, the new member becomes a 
junior partner and, as such, his percentage of share increases 
annually until he becomes a senior partner when all share 
equally. With general practitioners, this junior partnership is 
for eight-years, but for board-certified physicians it is only six. 

Point System.—There are many not in sympathy 
with the share-and-share-alike philosophy. They be- 
lieve that since doctors are not equal in ability, effort, 
experience, or earning capacity, these differences 
should be recognized in income. The problem then be- 
comes the delicate one of comparing the value of one 
physician with another. 

In the attempt to take this out of the realm of per- 
sonal judgment, a northern group several years ago 
devised a mathematical formula which has _ been 
adapted, with variations, by other clinics, It is called 
the “point system” and represents a sincere attempt 
to determine mathematically the value of the indi- 
vidual physician to the group. 

Of the many factors which go into the making of a 
good group physician, the original point system plan 
selected seniority, number of patients seen, number 
of new patients registered, and net bookings. (The 
term “net bookings” means the accumulated fees 
entered on the partnership books for professional 
services by, or credited to, each partner or associate 
minus the discounts or adjustments charged to him.) 
These factors were weighted as follows: seniority, | 
point; number of new patients, 1 point; number of 
patients seen, 1 point; and net bookings, 2 points. 

Seniority is determined by total number of years of 
practice plus the number of years with the clinic. 
Thus, if a physician had five years of practice before 
joining the clinic and has been with the clinic five 
years, his seniority would be rated at 10. If the senior- 
ity value of the entire group was 300, the doctor would 
be credited with 10/300 or 0.033 points. 

New patients are defined as those who enter the 
clinic asking for the particular physician. A five-year 
average of new patients registered to the individual 
physician is made and compared to a similar average 
of the total new patients seen in the clinic, A percent- 
age is secured, and this is his share of the points as- 
signed for new patients. 

The number of points earned from patients seen 
(telephone calls not included) is determined in the 
same manner as the new patient calculation. The meth- 
od for determining points from net bookings is the 
same as that for the two previous factors, with the ex- 
ception that this carries twice the number of points 
as any one of the other three. 

The total of each physician’s points is added togeth- 
er, and each point is given a monetary value by divid- 
ing the available net income for distribution by the 
points of all physicians. Then it is simply a question of 
multiplying, to arrive at the amount payable to each 
physician. 
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This is the prototype of the point system; practically 
each group using it has modified it according to its 
own needs. Some have made it more elaborate; some 
have simplified it; and, in some cases, so many excep- 
tions have crept in, it is difficult to say just what 
method is used. 

An example of how the point system has been varied 
to meet the philosophy of a particular group is as 
follows. In this case two classifications of points are 
used: (1) years of service and (2) general service. 

The years-of-service points are allocated to each 
partner on the basis of the number of years the doctor 
has been associated with the group plus those spent 
in comparable practice before he joined the group. 
The total points for years of service are at al] times 
25% of the combined total general-service points and 
the years-of-service points. In other words, 25% of the 
doctor’s value is based on seniority. 

The general service points are calculated from three 
factors. These are (1) Professional qualifications, 
which include education, specialty and subspecialty 
training and board certification, clinical investigation 
and research, and the preparation of scientific papers; 
(2) Relationships, meaning public relations, profes- 
sional relations, and employee relations, all of which 
are tied rather closely together and include the ability 
of the physician to attract new patients and hold old 
ones; and (3) Industry, meaning number of hours 
worked, number of patients seen, general interest in 
clinic affairs, and manifested responsibility. 

Although more weight is generally put on the factor 
of industry than on the other two, the following scores 
are usually employed: (1) 50 as score for the mini- 
mum professional qualifications (this would average 
up to a maximum of 65 and down to 35 if the physi- 
cian is not board certified ); (2) 50 as a score for aver- 
age relationship, with 65 maximum and 35 minimum; 
and (3) 50 as a score for the average industry, with a 
65 maximum and 35 minimum. After the scores have 
been determined, they are totaled. A conversion factor 
is then found which will convert scores into points, 
and the points determine the individual's value to the 
group. 

Objections to the point system and its variations 
have been raised because of its complexity and the 
additional accounting it involves. In some groups 
the plan is so complex, even the physicians have diffi- 
culty in understanding it. It does have the advantage 
of individual evaluation. 

Some of the comments from groups using it were 
interesting. The business manager of the group which 
originated the plan said, “As you know the ‘point sys- 
tem’ is our brain-child and we’ve been mighty proud of 
it. It may be of interest to you to know that after these 
many years we've decided to give it up for another 
plan. Just what it will be, I cannot say at this time, 
but we are working on it.” 

A physician said, “Our point system is good as far 
as it goes, but how can you put a mathematical value 
on such a thing as the ability to get along with your 
fellow man? In group practice, that is one of the most 
valuable qualities. Other things, such as the writing of 
professional papers, teaching, research, and those 
which might be classed as extracurricular public-rela- 
tions activities, such as active work in the chamber of 
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commerce, service clubs, and other community activ- 
ities, are all of value to the group, but how can you 
evaluate them mathematically?” 

A physician in a southern clinic commented, “We 
changed from equal sharing to the point system five 
years ago because of the insistence of two of our doc- 
tors. The difference it has made in our individual in- 
comes is so small, especially after taxes, | doubt if it 
pays for the accounting trouble. It does satisfy the two 
doctors, so we keep on with it.” 

Another physician in the Northwest said, “Prior to 
the point system, we divided earnings on bookings 
alone. The reason for the change was to reduce com- 
petition within the clinic. I think the point system has 
done this.” 

Personal Rating Plans.—Many groups recognize that 
one physician may be of greater value to the group 
than another but would rather depend on personal 
judgment to evaluate the differences than on a mathe- 
matical formula. They leave the job to a committee 
of physicians elected by the partners. This may be a 
special committee elected for this purpose alone or it 
may be one of the duties of the executive committee. 

The usual procedure is that each partner submits to 
the committee a report on the percentage of the tetal 
net earnings of the group he thinks should be his for 
the coming year. If he thinks there should be a change 
from his current percentage, he gives his reasons. 

Groups using this plan are now usually able to esti- 
mate fairly closely what to expect in the way of gross 
income during the coming year. They also know what 
the normal expenses should be, plus what might be 
needed for unusual expenses. This gives a probable 
distributable net amount in dollars. They usually 
discount 10 to 20% from this, leaving an amount to be 
divided for the coming year. 

When all requests are in from the members, the 
committee secures from the business office a record 
of such items as business done and patients seen for 
each member. In comparing one member with the oth- 
er they consider not only these figures but all other 
factors which, in their judgment, make one member 
more vauable to the group than another. When the 
job is done, the committee calls in each physician sep- 
arately and explains at what figure they have placed 
his next year’s income and why. If the physician is 
not satisfied, he is encouraged to explain why he thinks 
it should be otherwise. 

When asked if there were many differences of opin- 
ion between an individual member and the committee 
as to the amount set, a senior partner in one of the 
larger groups using this plan replied, “We have been 
using this plan for the last several years with a remark- 
able scarcity of differences. As far as I know, there has 
been only one case where the share set by the com- 
mittee was not accepted without a question. This 
really didn’t amount to much and was quickly straight- 
ened out. On the other hand, we have had cases where 
the share set by the committee was questioned by the 
member as being too high! If it should happen that 
the member and the committee couldn't agree, then 
the member has the right to appeal to the partnership 
as a whole.” 

The shares as set by the committee are distributed 
to the member over the next 12 months. Since this is 
only 80% to 90% of the expected income, the remain- 
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der is distributed at the end of the year. In some groups 
this surplus is divided equally among all members, 
regardless of differences in other distribution. Others 
divide the surplus according to the individual per- 
centages determined by the committee for the drawing 
accounts. In a group which divides the annual surplus 
equally, a senior member of the group was asked the 
reason for the equal distribution. He replied, “It is a 
great encouragement to our younger men and it helps 
to unify the group.” When a junior partner of the same 
group was asked how he liked the plan he replied, “I 
like it. I think it is extremely fair. By receiving the 
same amount each month as a drawing account I can 
budget my expenses, and when the annual surplus is 
divided I can use it for investments.” 

An interesting modification of this plan has been 
developed by a clinic in the Northwest. This group 
uses a rating committee similar to that of other groups 
using the plan, but, before the committee does its 
work, each physician rates every member of the group 
including himself, These ratings are then turned over 
to the committee for its consideration. When asked the 
reason, the reply was, “It does three things. It requires 
the individual to take inventory of himself each year; 
he compares himself with his associates on the points 
we believe important in a physician in group practice; 
and, third, it impresses him with the problem the com- 
mittee has in arriving at the individual shares.” 

When a member of the committee was asked if, in 
this plan, there was not a tendency for the individual 
to overrate himself, he answered, “We have two doc- 
tors whom you might say have an inflated idea of their 
value, but, with these exceptions, we find there is 
the tendency to underrate rather than overrate. The 
big advantage of the plan is that when we call the 
member before the committee for a review of his 
rating as well as our own, we have specific points to 
discuss rather than generalities. It shows him that the 
ratings we set aren’t something we just grab out of 
a hat.” 

In the personal evaluation, the factors used by this 
group are (1) productive length of service with the 
group, (2) professional recognition and attainments, 
(3) contributions to the group practice principles and 
group organization, (4) community and civic attain- 
ments, (5) productivity in the practice of their spe- 
cialty, and (6) ability to attract new patients to the 
group. No particular mathematical value is put on any 
one of the factors, and the individual and the com- 
mittee attempts to view the situation as a whole. 

The business manager of the group using this sys- 
tem stated, “In essence, our system is the careful 
thought and work of a small committee elected by the 
partners. Generally speaking, the system has worked 
well, although there are obviously occasional differ- 
ences of opinion on such a vital subject.” 

Compromise Plans.—The compromise plans are what 
the name implies. They are attempts to combine the 
best features of other established plans. They are us- 
ually the result of compromise between the share-and- 
share-alike and the share-based-strictly-on-bookings 
philosophy. Almost invariably the group has previous- 
ly tried some plan, possibly two or three, which they 
found unsatisfactory. Of the 11 in this classification, 7 
had previously tried either the point system or some 
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modification thereof; 2 had tried the committee-rating 
plan; and 2 had changed from the share-and-share. 
alike plan. With the exception of the last, the trend of 
change was definitely to a modified plan in which a 
greater percentage of the earnings is distributed on an 
equal basis. 

The usual procedure is to divide the group’s net 
earnings into two parts. One part is distributed on the 
share-and-share-alike basis and the other part accord- 
ing to some plan where individual initiative and value 
to the group is recognized. Usually this was found to 
be a 50-50 split; however, with some groups, the per- 
centage of each portion is varied according to the 
group’s view. With but one exception, the plans used 
by groups in this classification allowed a greater share 
than previously to be divided equally. 


TABLE 4.—Classification as to Size of Group and Plan of 
Distribution of Earnings 


No. in Group 
Under 7 7 to 11 12 to 18 Over 18 


Share-and-share-alike to 


Determined by the point system 

or modification thereof ............ 3 10 6 3 
Personal ratings determined by 

judgment of committee ............ 2 3 2 4 
3 2 4 2 
Tndividual’ DOOKINGS 2 


Comment.—The size of a group apparently has little 
to do with the plan of distribution of income selected. 
The wide variety of plans in use and the variation in 
approval of the individual plans suggests that there 
is no completely satisfactory method and that such 
will be a long time in coming. However, the fact that 
sO many groups operate with reasonable success under 
so many different arrangements also testifies to the 
fact that many different kinds of plans do work. 


Member Benefits and Requirements 


Vacations.—All of the groups studied provided an- 
nual vacations for members. The length of time al- 
lowed varied according to the individual group, with 
no perceptible difference caused by the size of group. 
Of the 103 groups studied, 20% allowed two weeks of 
vacation; 14%, three weeks; 43% four weeks; 11%, 
over four weeks; and 12%, unrestricted time. Many 
groups allowed additional time over the regular sched- 
ule to members who had been with the group 10 
years or more. 

Comment: It is difficult to draw any conclusions 
from the factual information reported. Actually, a good 
many groups increase the amount of time allowable 
for vacations to their staff members, depending on 
length of time with the group and age of the physi- 
cian. This is on the theory that more time off is needed 
and has been earned as one grows older. 

Postgraduate Study and Professional Meetings.— 
Twenty-two per cent of the groups studied required 
their members to take time off for postgraduate study 
and meetings. Many paid the traveling expenses and 
some a per diem. Only four groups paid the doctors 
expenses while he was actually attending meetings 
taking postgraduate work. 

Twenty-eight per cent expected the physician to in- 
clude medical meetings or postgraduate training dur- 
ing his allowed vacation time; however, with such 


ing 
jue 
ert 


Vo 
we 
we 
all 
| 
: tio 
the 
i 
: | cu 
ow 
sic 
as 
: th 
| ins 
of 

| th 

be 
j 
Tes 

| | We 
Wi 
y 
th 
fe 
| no 
su 
th; 
: du 
‘sh 
m 
lit 
tal 
th 
: en 
/ 

or 
rel 
ha 
alts 
| 


), 1957 


rating 
share- 
end of 
hich a 
on an 


’s net 
on the 
ccord- 
value 
und to 
per- 
to the 
used 
share 


of 


Over 18 


s little 
lected. 
tion in 
there 
t such 
ct that 
under 
to the 


ed an- 
me al- 
with 
group. 
eks of 
Many 
sched- 
up 10 


lusions 
a good 
ywable 
ng on 
physi- 
eeded 


ings.— 
quired 
study 
os and 
octor’s 
ngs or 


to in- 
dut- 
such 


Vol. 164, No. 12 


groups, the vacation time allowed was usually four 
weeks or more. Nine per cent allowed an additional 
week over vacation time, 29% allowed two weeks, 3% 
allowed three weeks, 9% allowed four weeks, and 22% 
allowed unrestricted time. With most groups special 
allowances were made in special circumstances. 

Comment: It is interesting to note that so many 
groups recognize the desirability of time off for pro- 
fessional meetings and graduate study aside from vaca- 
tion time. One would expect that where this is done 
the professional knowledge of the group as a whole 
would be increased. 

Sick Leave.—Sixty-four per cent of the groups had a 
definite, established allowance for sick leave. The 
customary allowance was from 30 to 90 days with full 
income, after which the individual case would be 
judged on its merit. The other 36% of the groups cov- 
ered preferred to handle each case of illness on its 
own merits. Few groups permitted sick leave to be 
cumulative from year to year. 

Comment: In many instances the time permitted for 
sick leave is determined by the finances of the group 
as a whole and the ability to “carry” sick members 
by the efforts of those remaining in practice. Appar- 
ently this can be determined only by each group in 
the light of its existing circumstances. But in many 
instances, if not most, there is a clear-cut recognition 
of the desire of the physicians in a group to assist 
sick colleagues financially to the extent that it is 
possible. 

Life Insurance.—Forty-one per cent of the groups in 
the survey did not carry life insurance on their mem- 
bers. With the exception of seven groups which per- 
mitted the physician to designate his beneficiary, the 
rest named the group itself as the beneficiary. This 
was to assist the group in paying the estate of the 
deceased for his interest in the group. The usual policy 
was for $5,000 to $10,000. 

Professional Dues and Subscriptions.—About half of 
the groups required the physician to pay his own pro- 
fessional dues and subscriptions, and about half did 
not. The usual arrangement, when the groups paid 
such expenses as journal subscriptions and books, was 
that the request be approved by the librarian to avoid 
duplication. 

Retirement and Death Benefits.—The subject of re- 
tirement and death benefits in group practice today is 
much discussed, and little has been done about it. So 
little has been done it is impossible to provide any 
intelligent information on it. Most groups, on the re- 
tirement of a member, pay him his equity in the capi- 
tal account plus his share in the appraised value of 
the accounts receivable. A few groups have set up 
endowment insurance against retirement, but this 
is not popular because of the expense. Some groups 
regularly set aside a certain percentage of their net in- 
come and invest it in good securities. In case of death 
or retirement, the member's share is withdrawn and 
paid to him. 

Another plan, which is becoming popular, is for the 
remaining partners to keep the capital account and the 
accounts receivable intact and to pay the retired mem- 
ber (or the estate of the deceased ) one-fourth to one- 
half of what he would normally draw were he still 
with the group. Such payments extend over a variable 
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period of time, depending on how long the physician 
has been with the group. Such payments are usually 
taken out of current earnings. 

Withdrawal from the Group.—If a member with- 
draws from the group, in 8% of the groups studied he 
receives nothing; 3% pay him a percentage of what 
he would normally have drawn over a six-month to a 
year period; 37% pay him his share of the capital ac- 
count but no share of the accounts receivable; and 52% 
pay him his share of both the capital account and the 
appraised value of the accounts receivable. Arrange- 
ments are usually made to extend such payments over 
two to three years. 

Comment: The resolution of this question is one of 
the most complicated aspects of group practice. The 
objective is fairness—both to the withdrawing physi- 
cian and to those who remain. Some of the most ex- 
perienced groups have reached the conclusion that the 
less a physician puts in when joining a group, the less 
he is entitled to take out when leaving, and the better 
it is for all concerned. 

Practice Restriction. —Over 55% of the groups sur- 
veyed have a practice restriction in their agreements 
which provides that a withdrawing member cannot 
practice within a certain prescribed radius of the 
group for a specified length of time. The other 45% 
do not have such a restriction. The restricted area 
varies according to the location of the clinic. One 
mile from the clinic is considered “reasonable” in cer- 
tain parts of the country, while 25 or 50 miles is 
thought just as “reasonable” in another. 

The length of time of restriction does not depend on 
location. It varies according to the ideas of the group. 
Of the groups surveyed, 8% placed a limitation of 2 
years; 10% named 3 years; 80% set 5 years; and 
2% placed the limit at 10 years. 

Comment: The question as to whether a restrictive 
clause, limiting the practice of a physician withdraw- 
ing from a group, is desirable or not is not discussed 
in this report. There is much difference of opinion 
about it. There is also a question of what a court of 
law will consider “reasonable.” This appears to vary, 
depending on the location of the group and court de- 
cisions. 


The Clinic Building 


Most of the groups visited were in attractive, effi- 
cient, modern buildings especially designed for them. 
Fewer than 13% were renting their facilities from out- 
siders not connected with the group; 87% were in 
buildings which the group either owned or controlled. 
Four groups were in buildings owned by foundations 
which were established by the group for this purpose. 

Of the buildings either owned or controlled by the 
group, 12% had been built within the last 3 years; 
43% had been built within the last 10 years; and 55% 
were 10 years old or older. Of the 55%, more than two- 
thirds had been remodeled or enlarged within the 
previous eight years. In fact, over 70% of all groups 
covered by the survey had enlarged their facilities 
since the group started, some several times. This was 
accomplished by such methods as adding-on to an 
old building, buying adjacent buildings, and building 
a second or third floor. Additions were common even 
to the comparatively new buildings. 
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Of those renting, three were located in hospitals, 
two were in new buildings built for the group by 
friends, and nine were in commercial office buildings 
in the downtown area. Of those groups not located in 
hospitals or the downtown district, 64% were in build- 
ings built especially for group practice, and 36% had 
taken over older structures and remodeled. Of these, 
one had been a garage, one a bus terminal, six had 
been apartments, one an office of an insurance com- 
pany, and five were revamped residential mansions. 
The rest were miscellaneous buildings. 

Of the groups which either owned or controlled 
their facilities, 5% of the facilities were owned by 
foundations established by the group; 12% were owned 
by one or two doctors in the group; 22% were owned 
by more than two but not by all the partners; 27% 
were owned by corporations, the stock of which was 
owned by the group doctors; and 34% were owned by 
the group partnership or association. 

Location.—The survey showed there was a marked 
exodus of groups from downtown locations to subur- 
ban, where patient parking is more available. Patient 
parking is a requirement for group practice. With but 
two exceptions, the downtown groups visited were 
either wishing they were elsewhere or had definite 
plans for moving. Five had already purchased the 
land on which they intended to build. One group paid 
$100,000 for an adjoining lot for patient parking alone. 

Of those groups which have recently moved from a 
downtown district, the per doctor bookings invariably 
increased after the move and in every case the addi- 
tional business done compensated for the move. 

Growth.—The one problem which was almost uni- 
versal in the clinics visited was that of lack of space. 
Over 60% were planning to increase their space or 
build larger quarters elsewhere. Many were hampered 
by having an inexpandable building to house a grow- 
ing staff. This was found not only in groups in older 
buildings; seven groups in buildings less than 10 years 
old were feeling the problem. Lack of sufficient patient 
parking space was given as an important problem in 
“over 72% of the groups visited. 

Comment.—The survey brings out the importance of 
planning housing facilities so that they can easily be 
enlarged when necessary. Also, such alteration should 
be possible with as little disruption of the present 
work space as possible. Parking space for patients 
should be increased as the staff and building grows. 
These points should be considered at the time of buy- 
ing the land and building the original building. A re- 
mark made by a member of a crowded clinic was, “I 
think most of the troubles in group practice are caused 
by crowding too many doctors in too small a space. 
When you rub shoulders in the hall you rub disposi- 
tions also.” 


How Many Hold Regular Clinic Meetings on 
Medical and Surgical Subjects? 


Of the smaller groups, those of seven or under, only 
a few have a definite schedule of meetings for medical 
discussion. In groups of over eight, many have such 
meetings regularly, with nongroup physicians fre- 
quently invited as guests. In the large departmental- 
ized groups, weekly meetings are usually held by 
department, with the total membership getting togeth- 
er once a month. 
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In commenting on the value of such professional 
meetings, a physician in a western clinic said, “Wheth- 
er or not such meetings are of value depends on the 
preparation for them. We plan our programs several 
weeks ahead, Everyone knows what will be discussed 
and can prepare for it. We have yet to have a dull 
meeting. The greatest value is, it keeps us specialists 
from becoming overspecialized. In these meetings we 
see how our phase of medicine fits in with the others, 
and many times the most valuable contribution comes 
from some doctor not in the specialty discussed.” 


Of What Are Groups Most Proud? 


The question “Of what are groups most proud?” was 
asked of the 55 groups covered in 1956. Forty-six re- 
plied almost verbatim, “We are most proud of the 
quality of medicine practiced by our doctors.” Four- 
teen also added, “This group-was instrumental in 
bringing specialty medicine to this community.” Seven 
furthered this statement with, “If it weren’t for this 
group I doubt if we would have specialty medicine 
here, even today.” Eight commented, “We are giving 
better medicine at lower price than would have been 
possible any other way.” 

Among the other answers were these: 

“We are proud of the service we give. Regardless of the 
time of day or night, distance, it a patient asks for a house call 
we go. Our doctors make no diagnoses over the phone. 

“We are proud of the high morale of both our professiona! 
and lay staffs, There is hardly a day but that a patient doesn't 
remark about it.” (Nore: This was mentioned in the replies 
from several clinics. ) 

“We are proud of our building.” (Four of the five saying 
this had every reason to be. They were the most attractive 
buildings visited in the survey. ) 

“We are proud of the fact that we have earned the confi- 
dence of the other doctors in the community and they are 
referring patients to us.” (Only two mentioned this. ) 


“We are proud of our medical library. It is the best one in 
the state.” 


Research.—The survey shows that groups are realiz- 
ing more and more the opportunity for research pro- 
vided by group practice. Several groups were doing a 
certain amount of research, although not on any def- 
nite program, However, seven groups had definite 
research projects set up as a function of the group. 
Four of these had gone so far as to establish founda- 
tions for this purpose alone. The foundation is separate 
from the group organization, although the group phy- 
sicians indirectly determine its activities. The founda- 
tion is financed by occasional contributions from the 
group and contributions and bequests from others. 
usually patients of the group. Such foundations are 
organized solely for the purpose of research. With one 
large clinic, the research foundation is housed in @ 
separate, well-equipped building. It is well financed. 
and a senior partner stated that they had records o! 
over 3 million dollars in pending bequests to the 
foundation, This same partner made this statement. 
“We felt that we should leave a monument other tha! 
our daily effort to doctor the ills of the community. 
Our research foundation is this monument.” 


Dr. Edwin P. Jordan, Charlottesville, Va., gave editorial ad- 
vice in the preparation of this report. 
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| COMES This is the 13th in a series of articles dealing with medical professional liability. An edi- 
d.” torial (page 360) and a chronological résumé (page 364) appeared in Tue Journar, Feb. 2. 
The preceding articles in this series have been published weekly in Tuk Journa from Feb. 9, 
1957, to April 6, and since then intermittently.—Eb. 
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~Six re- As a part of its study of the subject of medical pro- TaBLe 1.—Geographical Distribution of Cases 
cof the fessional liability the Law Department made an analy- Total Gof % of 19% % of 1K» 
Four- sis of medical professional liability decisions reported Gane Game 
ntal in in the United States from 1935 through 1955. The 
Seven cases were reviewed to determine the types of medical 0.17 0% 
‘or this practice in which professional liability cases occur & 
edicine most frequently; the status of the claimants as to sex, Connecticut 1.92 1.3% 
giving marital status, age, and occupation; the age, medical New England 6.18 7.70 
e been school, and specialty, if any, of the physician involved; 48 7.93 9.81 15.90 
the geographical areas in which cases occur most 7.2 
frequently; the disposition of the cases; and the amount — 
of the judgments. Because of a variation in reporting 
practices, complete information on all of these items 
cig a was not available in every case. Distriet of Columbia ........... 15 2.48 0.58 1.75 
There were 605 decisions involving medical pro- Vitpini 
doesn’t fessional liability reported from 1935 through 1955. North Carolina 24 3.96 2.70 1.70 
replies For most of the states, only the decisions of the highest 
court of the state are available in printed form. How- 1.32 1.3 1.65 
> saying ever, in some states, reports of decisions of intermedi- South Atlantic ............04. 72 11.9% 14.03 12.19 ‘ 
ttractive ate appellant courts and, in a few instances, reports of Michigan ..... 2.97 4.21 3.55 
decisions of trial courts are published. All published 
fe conti- decisions were studied in the survey, no matter what Indiana .....cccceeceeceeeceeeeee 7 1.16 2.62 2.15 
hey are the level of the court involved. 2.97 5.80 6.44 
t one In 9 or 
of the professional liability study. the limited scope 
of the survey must be kept in mind at all times. It is Mabama ....csscccscccseeeeeeee 4 0.66 2.04 1.13 
realiz- limited in time, and it is limited to cases in which the 
th pro- decision was reported. Certain aspects of the study are East South Central .......... a4 5.62 7.63 4.82 
loing a subject to the further limitation of insufficient data. Minnesota ........0000c0000e000 7 2.81 1.98 2.09 
y defi- \lthough the information obtained is interesting, in 
lefinite our opinion, no final conclusions with respect to the WN csescvsensnwnrsenexsenesenes 9 1.49 1.74 1.48 
group. general subject of medical professional liability can 
ounda- he properly drawn from it alone. ?.81 1.28 
Sunda. Table 1 indicates by state and region the distribu. 
an he tion of the 605 reported cases reviewed. It will be noted Louisiana .......eeeeeseeeeeeees 34 0.83 1.78 1 
oie that California had the greatest number of reported West South Central .......... 39 6.45 9.065 7.62 
cases involving medical professional liability during 2 oss 
“oer the period studied. Of the 605 reported cases, 100, or —............. 5 0.17 0.19 0.33 
16.53% of the total, were California cases. This num- 2.31 0.88 1.20 
ber was more than twice that reported in any other 
anced, Ti jurisdiction. New York, with 48 cases, had the second ia... ¢. a 0.45 0.96 
rds ot largest number, followed by Washington with 35 cases, ATIZOMA ees 3 0.50 0.50 
to the Ohio with 29, and North Carolina with 24. It must 34 5.63 3.37 3.14 
ement. be kept in mind that these state totals are not in all Washington ............0.e0000 35 5.78 1.58 1.45 
than instances truly comparable because of already referred 
qunity. to differences in reporting practices. Of the 48 New 
York cases, only 7 were decisions of the highest court 9.59 11.19 
of the state, while 24 were decisions of a trial court; a ones Se ae —_ 


the remainder were decisions of an intermediate ap- Total for United States... @05 100.00 
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pellate court. None of the California cases was a 
decision of a trial court. Seventy-eight of the California 
cases were either decisions of the highest court or 
intermediate appelate court decisions with respect to 
which the highest court had denied hearing. The 


TaBLe 2.—Disposition of Cases by Jurisdiction® 


% of % ot 
Total Total 
Cases Decisive 
For For Total for Total Cases 
Plain- Defend- Inde- No. of Plain- Decisive for 
Jurisdiction tiff ant cisive Cases _ tiff Cases Plaintiff 
1 3 4 25.00 4 25.00 
SES ae 2 3 3 8 25.00 5 40.00 
OORIOTIUE. 6260660600: 23 35 42 100 23.00 58 39.66 
8 3 13 15.38 10 20.00 
Connecticut ......... 6 2 8 6 
1 4 3 8 12.50 5 20.00 
1 9 17 5.88 8 12.50 
eee ) 7 6 18 27.7 12 41.67 
1 3 3 7 14.29 4 25.00 
1 8 9 11.11 1 100.00 
10 5 17 11.76 12 16.67 
1 5 6 12 8.33 6 16.67 
1 4 5 20.00 5 20.00 
Maryland 1 1 1 ore 
Massachusetts ...... 4 8 4 16 25.00 12 33.33 
3 11 4 18 16.67 M4 21.43 
Minnesota ........... 4 10 2 16 25.00 4 28.57 
Mississippi .......... 1 3 1 5 20.00 4 25.00 
=a 5 8 4 17 29.41 13 38.46 
Nebraska .........- 1 2 3 1 
ee 1 wate 1 2 50.00 1 100.00 
New Hampshire ... 2 1 3 2 
New Jersey ......0.:.- 2 7 4 13 15.38 9 22.22 
New Moexicw: .......+.. 1 1 50.00 50.00 
[ae 4 ll 32 47 8.51 15 26.67 
North Carolina ..... 3 il 10 24 12.50 14 21.43 
North Dakota ...... 1 ben 1 2 50.00 1 100.00 
3 11 28 10.71 17 17.65 
Oklahoma ........... 5 4 1 10 50.00 9 55.56 
EE Sencitanewrecesds 7 3 2 12 58.33 10 70.00 
Pennsylvania ....... 1 ly 5 18 5.56 13 7.69 
Rhode Island ....... 1 1 ze ane 
South Dakota ...... 1 1 aos 2 50.00 2 50.00 
1 10 2 13 7.69 11 9.09 
1 9 5 15 6.67 10 10.00 
eee 2 1 2 5 40.00 3 66.67 
2 1 3 (66.67 2 100.00 
Washington ......... 6 19 10 35 17.14 25 24.00 
West Virginia ...... 1 3 4 a 1 = 
3 9 33.33 6 50.00 
Distriet of Columbia 3 5 7 15 20.00 8 37.50 
107 271 222 Gan 17.838 378 28.31 


* The cases classified as “other” have been excluded from the percentage 
computations dealing with the disposition of cases. There was one such case 
in each of the following states: Colorado, Minnesota, New York, Ohio, 
and Oklahoma 


remaining 22 cases in California were intermediate 
appellate court decisions which were not appealed to 
the highest court. In Ohio, only one of the decisions 
was that of the highest court of the state; two of the 
decisions were by a trial court. Only one of the cases 
reported in Illinois was a decision of the state’s highest 
court. Differences in reporting practices may also have 
caused some distortion of the totals for Georgia, 
Indiana, Louisiana, Missouri, New Jersey, Pennsyl- 
vania, Texas, and the District of Columbia. There is 
no such distortion of the totals for North Carolina and 
Washington. Forty-seven and nine-tenths per cent of 
the cases came from only eight states, including the 
six most populous states in the United States. 
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Two states, Delaware and South Carolina, had no 
reported cases involving medical professional liability 
during the period covered by the survey, and fou 
states had only one case. 


Disposition of Cases by the Courts 


The 605 reported cases during the period studied 
were disposed of as follows (table 2): for the plain. 
tiff, 107; for the defendant, 271; indecisive, 222: and 
other, 5. 

An indecisive case, for the purpose of this study, 
is either one in which the judgment of a lower court 
was reversed by an appellate court and the case re. 
manded to a lower court for further proceedings or 
one which had not yet progressed past the pleading 
stage. Cases classified as “other” are those involving 
more than one physician in which the judgment was 
not the same with respect to all physicians. 

There was judgment for the plaintiff in 17.83% of 
the cases and in 28.31% of the decisive cases. Of the 
states having a substantial number of decisive cases, 
Oregon had the highest percentage of such cases in 
which there was judgment for the plaintiff. In Oregon, 
there was judgment for the plaintiff in 70% of the 10 
decisive cases. In Oklahoma, which had nine decisive 
cases, there was judgment for the plaintiff in 55.56% of 
such cases. There was judgment in favor of the plain- 
tiff in 41.67% of the 12 decisive cases reported in 
Illinois. California had the greatest number of decisive 
cases—58, with judgment for the plaintiff in 23, or 
39.66%. 


TABLE 3.—Disposition of Cases in Jurisdictions Having Ten 
or More Reported Cases 


% of 

Total 

% ot Deci- 

Total sive 

Cases Total Cases 

For For tor Deci- _for 

Juris- Plain- Defend- Inde- ‘Total Plain- sive Plain- 
diction tiff ant cisive Cases tiff Rank Cases tiff Rank 


California 23 35 42 100 23.00 7 58 39.66 4 


Colorado $ 8 3 13 15.38 ll 10 20.0 
Georgia 1 7 a) 7 5.88 20 8 12.50 18 
Iinois 5 7 6 18 27.78 4 12 41.67 3 
Kansas 2 10 > 17 11.76 14 12 16.67 16 
Kentucky 1 5 6 12 8.33 17 6 16.67 Wb 
Mass. 4 8 4 16 25.00 5 12 $3.33 i 
Michigan 3 ll 4 18 16.67 10 14 2143 2 
Minnesota 4 10 2 16 25.00 5 14 28.57 8 
Missouri 5 8 4 17 29.41 13 38.46 ) 
New Jersey 2 7 4 13 15.38 11 9 92.22 il 
New York 4 11 32 47 8.51 16 15 26.67 9 
3 11 Ww 24 12.50 1 14 21.438 «12 
Ohio 3 14 11 28 10.71 15 17 17.65 1 

Oklahoma 5 4 1 10 50.00 2 9 55.56 4 
Oregon 7 3 2 12 58.33 1 10 70.00 1 
Penna. 1 12 5 18 5.5 21 13 7.69 21 
‘Tennessee 1 10 2 13 7.69 18 11 9.09 
Texas 1 9 5 15 6.67 19 10 10.00 «19 
Wash. 6 19 10 35 17.14 9 25 24.00 = W 
Dd. ©. 3 5 7 15 20.00 8 8 37.50 6 

Total 86 214 174 474 18.14 300 28.67 
Total,U.S 107 271 222 600 17.83 378 28.31 


Table 3 is an analysis of the disposition of cases i! 
the 21 jurisdictions in which there were 10 or more 
reported cases during the period studied. Eleven of the 
48 states had 2 or less reported cases during the 
period studied, 22 states had 5 or less reported cases: 
and 28 had less than 10 reported cases. 
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The percentage of total cases and the percentage 
of total decisive cases from these 21 jurisdictions in 
which there was judgment for the plaintiff are re- 
markably close to the percentages for all cases re- 
ported. There was judgment for the plaintiff in 18.14% 
of the total cases from jurisdictions having 10 or more 
reported cases, while there was judgment in favor of 
the plaintiff in 17.83% of all cases reported during 
the period. 

In 28.67% of the decisive cases reported in jurisdic- 
tions having 10 or more cases there was judgment for 
the plaintiff, while there was judgment for the plaintiff 
in 28.31% of the total decisive cases reported in all 
jurisdictions during the period. Table 4 indicates, at 
five-year intervals, the number and disposition of cases 
in favor of the plaintiff or the defendant. 


TasLe 4.—Number and Disposition of Cases by Five-Year Periods 


Judgment For For Total 

Within 5-yr. Period Plaintiff Defendant Indecisive Cases 

33 97 5D 185 
3h 64 60 158 
25 76 65 166 
107 271 222 600 


Comparison of Original and Final Disposition of Cases 


Table 5 shows, on a selected state basis, the degree 
of success enjoyed by the plaintiffs and the defendants. 
Judgments of the lower court, whether for the plaintiff 
or the defendant, were reversed or remanded fre- 


TasLe 5.—Comparison of Original and Final Disposition of Cases 


For Plaintiff For Defendant 
SA 


Total - 
Cases Originally Finally Originally Finally 


Jurisdiction 

13 6 2 4 8 
17 3 9 10 
12 2 1 4 5 
a 16 5 4 7 8 
18 6 3 8 11 
16 7 4 7 10 
New Hampehire 3 1 - 1 2 
13 3 2 6 7 
47 5 4 10 11 
12 8 7 2 3 
18 3 1 10 12 
13 5 1 6 10 
ee 35 7 6 18 19 
9 3 2 3 
District of Columbia ........ 15 4 3 4 5 

299 78 46 114 146 


quently and for a variety of reasons. Among the 
reasons most often given for such reversals were 
(1) error in instructions to the jury or (2) error in the 
admission or rejection of evidence. Judgments for the 
plaintiffs were frequently reversed on the ground that 
the plaintiff had failed to prove negligence or had 
failed to prove that the negligence alleged had caused 
the injury complained of. 

An examination of the reported medical professional 
liability cases for the period 1935-1955 indicates that 
there was a total of 32 cases in which the jury original- 
ly returned a verdict for the plaintiff and in which the 
appellate court reversed the judgment of the lower 
court and entered judgment for the defendant. 
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Of the 600 reported cases studied, excluding the five 
classified as other, 78 were at the pleading stage or 
otherwise indecisive. The original results in the re- 
maining 522 cases were as follows: for the plaintiff, 
177 (33.91%), and for the defendant, 345 (66.09% ). 

The results in the 378 cases in which there was a 
final decision during the period were as follows: for 
the plaintiff, 107 (28.31%) and, for the defendant, 
271 (71.69%). 

There was a jury trial in 233 of the cases, the results 
of which in the trial court were as follows: for the 
plaintiff, 131 (56.22%), and for the defendant, 102 
(43.78% ). 

Thirty-two of the jury verdicts for the plaintiff were 
reversed, and judgment was entered for the defendant. 
Forty-one of the jury verdicts for the plaintiff were 
reversed, and the cause was remanded. Twenty-six 
of the jury verdicts for defendant were reversed, and 
the cause was remanded. The number and percentage 
of the 166 jury cases finally decided for the plaintiff 
and for the defendant were as follows: for the plain- 
tiff, 58 (34.94%), and for the defendant, 108 (65.06% ). 

There were 33 cases in which there was a bench 
trial, the results of which were as follows: for the 
plaintiff, 15 (45.45%), and for the defendant 18 
(54.55%). 

The figures obtained in this survey indicate that 
judgments in bench trials are more likely to be upheld 
in an appellate court than are judgments based on 
jury verdicts. There was only one case in which there 
was a bench trial and in which judgment was re- 
versed, and that case was remanded for a new trial; 
the judgment had been for the defendant. 

In 55 of the cases there was judgment for the de- 
fendant on the pleadings, and the professional liability 
issue was never tried. Thirty-nine of the 55 cases in 
which there was judgment for the defendant on the 
pleadings involved the statute of limitations. A con- 
siderable proportion of the cases in which the statute 
of limitations was invoked were cases in which a 
foreign body had been left in the patient's body; 
there was judgment for the defendant because the 
more generally accepted rule is that the statute of 
limitations with respect to medical professional lia- 
bility begins to run at the time of the allegedly negli- 
gent act rather than at the time of the discovery 
thereof. 

Final results in those cases studied involving a 
directed verdict were as follows: in the 600 cases 
(excluding the five classified as “other”), there were 
directed verdicts in 196 (32.67%). Of these, 121 
directed verdicts (61.73%) were upheld. In 32.01% of 
the 378 decisive cases directed verdicts were upheld. 
Judgment was for the defendant in 271 of the de- 
cisive cases. Of the total number of decisive cases, 
the percentage of directed verdicts upheld in which 
judgment was for the defendant was 44.65. 

The fact that there were so many cases in which 
there was a directed verdict would seem to indicate 
that many claims of medical professional liability are 
without legal basis. 
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Disposition of Cases by Years 


In recent years it has frequently been stated that 
the problem of medical professional liability is becom- 
ing increasingly serious as to the number of total 
claims and the number of claims in which there is 
recovery by the patient. The reported cases for the 
period studied are inconclusive on this point. 

As indicated in table 4, the greatest number of 
reported cases was litigated in the period 1935-1939— 
a total of 185, or 30.83% of the total cases studied. 
Within this period, the greatest number of cases was 
reported in 1935, when there were 47, followed by a 
fairly constant decrease through the years to 31 cases 
in 1939. There was no significant trend in the number 
of cases reported in individual years within the period 
1940-1944. In the period 1945-1949 there were the 
fewest number of cases. The number of cases for 1945 
was 17, and, for 1946, 13, which was the all-time low 
for all of the years covered by the study. 
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judgment for plaintiff, it must be noted that the last 
three years of the period tended to indicate an up. 
swing. In 1953, there was judgment for the plaintif 
in 15% of the total decisive cases. The percentage of 
victories for the plaintiff in total decisive cases jp- 
creased to 20.83 in 1954 and to 33.33 in 1955. 


Sex and Marital Status of Persons Bringing Suit 


The number of reported cases in which the plaintif 
was female and the number in which the plaintiff was 
male were very nearly the same. There were 22 more 
cases brought by females than by males during the 
period studied (table 6). No valid comparison can be 
made as to the marital status of the two classes of 
plaintiffs because of the fact that the marital status 
of 62% of male plaintiffs and 29% of female plaintiffs 
is unknown. However, among the male plaintiff 
whose marital status is known; the number of those 
who were married is about equal to those who were 


TABLE 6.—Disposition of Cases by Sex of Patient and by Region*® 


East East West West 


New Middle South North South North South 
England Atlantic Atlantic Central Central Central Central Mountain Pacific Total 
Male 
For plaintiff 1 3 4 10 2 6 6 3 18 53 
For detendant 12 17 11 19 10 14 ll 11 26 131 
indecisive 4 18 14 10 4 12 4 3 23 92 
Total cases 17 38 29 39 16 32 21 17 67 276 
Total cases for plaintiff, % 5.88 7.89 13.79 25.64 12.50 18.75 28.57 17.65 26.87 19.20 
Total decisive cases 13 20 15 29 12 20 17 14 44 184 
Total decisive cases for plaintiff, % 7.69 15.00 26.67 34.48 16.67 30.00 35.29 21.43 40.91 28.80 
Female 
For plaintiff 3 4 6 5 2 8 3 5 17 53 
For defendant 7 13 18 19 11 16 9 6 30 129 
Indecisive 6 22 19 15 4 9 5 5 31 116 
Total cases 16 39 43 39 17 33 17 16 78 298 
Total cases for plaintiff, % 18.75 10.26 13.95 7.80 11.76 24.24 17.65 31.25 21.79 17.79 
Total decisive cases 10 17 24 24 13 4 12 ll 47 182 
Total decisive cases for plaintiff, % 30.00 23.53 25.00 20.83 15.38 33.33 25.00 45.45 36.17 29.12 
Male and female 
For plaintiff 4 :j 10 15 4 14 9 8 35 106 
For defendant 19 30 29 38 21 30 20 17 56 260 
Indecisive 10 40 33 25 8 21 9 8 54 208 
Total cases 33 77 72 78 33 65 38 33 145 574 
Total cases for plaintiff, % 12.12 9.09 13.89 19.23 12.12 21.54 23.68 24.24 24.14 18.47 
Total decisive cases 23 37 39 53 25 44 29 25 91 366 
Total decisive cases for plaintiff, % 17,39 18.92 25.64 28,31 16.00 31.82 31.03 32.00 38.46 28.96 
* The 19 federal cases, the 5 cases classified as “other,” and the 7 cases in which the sex of the plaintiff is unknown or in which there were plaintiffs 0! 


both sexes have been excluded. 


With the exception of 1950, in which there were 
29 reported cases, the number of cases staved around 
20 each year from 1947 through 1952. In 1953 and 
1954 there were 38 and 39 reported cases, respectively, 
and the number decreased to 27 in 1955. It is possible 
that this figure for 1955 is not complete, since there 
may have been other cases in which there was a delay 
in submitting the opinion for printing in the legal 
reports. 

The general trend with respect to the percentage of 
total cases and total decisive cases in which there was 
judgment for the plaintiff has been downward, when 
the years are considered on a grouped basis. When in- 
dividual years are considered, the percentage of 
victories for the plaintiff are up one year and down 
the next; there is no consistent pattern. Although the 
period 1950-1955 has the lowest percentage of total 
cases and total decisive cases in which there was 


single. Of the female plaintiffs whose marital status 
is known, approximately 78% were married. 

The percentages of the total cases and the total 
decisive cases in which there was judgment for the 
plaintiff were approximately the same as to male and 
female plaintiffs. There was judgment for male plair- 
tiffs in 19.20% of the total cases and in 28.80% of the 
total decisive cases; in 17.79% of the total cases and in 
29.12% of the total decisive cases involving females. 
there was judgment for the plaintiff. 


Age of Physician Defendants and Disposition of Suits 


A total of 792 physicians were involved in the 605 
reported cases in the period studied. In many cases 
it was not possible to identify the physician involved 
because of a common name or because his complete 
name did not appear in the report. Although the date 
on which the alleged malpractice occurred was 10! 
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stated in many reports, it was available with respect 
to 547 of the 792 physicians involved. It thus was 
possible to determine the age of approximately 70% 
of all physicians involved at the time at which the 
alleged malpractice occurred. The median age of 
physicians involved in the cases reported during the 
period studied was 47 years at the time of the alleged 
incident. 

The relation between the number of physician de- 
fendants in a given age group and the number of 
physicians in that age group in the 1950 physician 
population does not appear to be a very close one. 

Physicians who were 29 years of age and under 
made up 10.6% of the physician population, but only 
4.6% of the cases reported involved physicians in this 
age group. The explanation for this difference is pos- 
sibly that many physicians of this age are not engaged 
in active private practice but rather are serving as 
interns or residents or working under an older physi- 
cian. 

The percentage of physician defendants in the 30-34, 
35-39, 40-44, and 60-64 age groups is approximately 
the same as the percentage of the physicians in these 
groups in the physician population. Seventeen and 
five-tenths per cent of the total cases reported in- 


% 


20 
———1950 Physician . ” 


Population 
——-—Physicians in | 
Survey 


29 & Under 
80 & Over V 


5-Year Age Groups 


Percentage distribution of physicians in survey and in 1950 
population, by five-year age groups. 


volved physicians in the 45-49 age group; this age 
group comprises only 10.5% of the physician popula- 
tion. A disparity that is somewhat less but still signifi- 
cant will be noted between the percentages of total 
cases and the physician population with respect to 
the age groups of 50-54 and 55-59. Contrariwise, in the 
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65-and-over age groups, the proportion of physicians 
involved in reported professional liability actions is 
very low, despite the fact that a comparatively high 
percentage of physicians in these age groups are still 
engaged in active practice. 

The conclusions drawn from table 7 and the chart 
may be somewhat distorted, because the ages of 
30.86% of physicians involved in the cases reported 


TaBLe 7.—Disposition of Cases by Age of Physicians 
(Five-Year Age Groups) 


For For Total 
Plaintiff Defendant Indecisive Cases 


Age Groups 


during the period studied are not known. The figures 
are subject to further possible inaccuracy because of 
the use of the 1950 physician population figures, while 
the period studied was 1935-1955. 

With respect to table 7, it will be noted that there 
was judgment for the plaintiff in the four reported 
decisive cases involving physicians 75 years of age or 
older. The next greatest percentage of total decisive 
cases in which there was judgment for plaintiff was in 
those involving physicians in the 60-64, 65-69, and 
70-74 age groups; the plaintiffs won in excess of 40% 
of the total decisive cases involving physicians in these 
age groups. 

There was judgment for the plaintiff in 29.51% of 
the cases involving physicians in the 45-49 age group. 
The percentage of total decisive cases in favor of the 
plaintiff involving physicians in the 55-59 age group 
was 28.95%, and in the 30-34 age group it was 28.21%. 
There was judgment for the plaintiff in only 18.18% of 
the total decisive cases involving physicians in the 
25-29 age group. Plaintiffs were least successful in 
cases involving physicians in the 40-44 age group. Of 
the total decisive cases involving physicians in this 
age group, the plaintiffs won only 17.50%. 


Type of Practice and Specialty of Physicians 
Involved and Disposition of Suits 


With respect to all but 58 physician defendants, it 
was possible to determine whether a general practi- 
tioner or a specialist was involved. Table 8 shows the 
disposition of reported cases divided as to whether 
the persons involved were specialists or nonspecialists. 
(In tables 8 and 11 and in this section, the term special- 
ist refers to the actual or claimed type of practice and 
not to specialty board eligibility or certification. ) 

The percentage of cases involving general practi- 
tioners, full-time specialists, and part-time specialists 
as compared with the representation of each of these 
groups in the 1950 population of physicians engaged in 
active private practice is shown in table 9. 
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TABLE 8.—Disposition of Cases by Type of Practice® 


For For 
Plaintiff Defendant Indecisive 
Full-time specialists ......cccscccccecs 52 141 113 
Part-time specialists 26 73 52 
All specialists 214 5 
Total of nonspecialists ............ 74 133 117 


% of Total 
% of % of Total Total Decisive 
Total Total ases Decisive Cases 
Cases Cases for Plaintiff Cases for Plaintiff 
306 39.18 16.99 193 26.94 
151 19.33 17.22 99 26.26 
457 58.51 17.07 “992 26.71 
266, 34.06 22.93 171 35.67 
58 7.43 22.41 36 36.11 
324 41.49 22.84 207 35.75 
751 100.00 19.46 499 30.47 


these cases. 


TaBLE 9.—Comparison of Number of Physicians in Various 
Types of Practice in 1950 and Number of Physicians 
Involved in Cases, 1935-1955 


Type of Practice 
General Full-time Part-time 
Practitioner Specialist Specialist Total 


No. of physicians in 1950 
population in active private 


76,158 57,035 23,361 156,454 
Percentage of 1950 physician 

population in active 

48.68 86.45 14.87 100.00 
No. of reported cases, 

aide 305 151 723 
Percentage of total reported 

36.79 42.32 20,89 100.00 


The proportion of full-time and part-time specialists 
involved in reported cases is greater than the pro- 
portion of these practitioners in the 1950 physician 
population who were in active private practice, where- 
as this is not so with respect to general practitioners. 
However, plaintiffs were less successful in the decisive 
cases involving specialists than they were in cases in- 
volving general practitioners. There was judgment for 
the plaintiff in excess of 25% of the total decisive cases 
involving specialists, both full-time and part-time, and 
in over 33% of such cases in which a general practition- 
er was involved. 

During the period studied, there were no cases re- 
ported involving physicians engaged in the practice of 
the specialties of allergy, cardiovascular diseases, gas- 
troenterology, bacteriology, public health, hospital 
administration, physical medicine, and thoracic sur- 
gery. 

So few cases were reported involving physicians 
engaged in the practice of still other specialties that 
no significant figures could be obtained as to the dis- 
position of cases with respect to the individual special- 
ties. These specialties and the number of cases 
involving physicians in the practice of each are as 
shown in table 10. 


TasLe 10.—Number of Cases Involving Physicians in Various 
Specialty Practices, 1935-1955 


Specialty No. ot Cases 


* The 5 cases classified as “other” have been excluded. Three full-time specialists, 2 part-time specialists, and 6 general practitioners were involved in 


Table 11 indicates the disposition of cases involving 
specialties with respect to which there were a sub- 
stantial number of reported cases. In the reported 
cases, 10 or more full-time or part-time practitioners 
were engaged in the practice of each of nine special- 
ties. The specialty having the greatest number of 


TABLE 11.—Disposition of Cases by Specialty 


% of 
% ot Total 
Total Total Decisive 


Cases Cases Total Cases 


Total for for Decisive for 
Cases Plaintiff Plaintiff Cases Plaintiff 
Surgery 
Full-time specialists .. 115 16 13.91 71 23.54 
Part-time specialists .. 83 15 18.07 i 26.79 
All specialists ......... 198 31 15.66 127 24.41 
Orthopedie Surgery 
Full-time specialists .. 36 6 16.67 21 28.57 
Part-time specialists .. 5 4 
All specialists ......... 41 6 14.63 25 24.00 


Obstetrics-gynecology 
Full-time specialists .. 20 1 5.00 11 9.09 


Part-time specialists .. 13 15.38 8 25.00 
All specialists ......... 33 3 9.09 19 15.79 
Otology, laryngology, and rhinology 
Full-time specialists .. 12 1 8.33 7 14.29 
Part-time specialists .. 3 1 33.33 2 50.00 
All specialists ......... 15 2 13.33 9 22.22 
Ophthalmology, otology, 
laryngology, and rhinology 
Full-time specialists .. 29 7 24.14 20 35.10) 
Part-time specialists .. 4 2 50.00 4 50.00 
All specialists ......... 33 9 27.27 24 37.50 
Urology 
Full-time specialists .. ll 1 9.09 6 16.67 
Part-time specialists .. 2 fe 
All specialists ......... 13 1 7.69 6 16.67 


Internal medicine 
Full-time specialists .. 16 5 31.25 11 45.45 
Part-time specialists .. vee 


All specialists ......... 16 5 31.25 11 45.45 
Roentgenology-radiology 

Full-time specialists .. 27 10 37.04 20 50.00 

Part-time specialists .. 6 1 16.67 4 25.00 

All specialists ......... 33 11 33.33 4 45.83 
Industrial medieme 

Full-time specialists .. 6 3 ove 

Part-time specialists .. 11 3 27.27 7 42.86 

All specialists ......... 17 3 17.65 10 30.00 


practitioners involved was surgery—198 during the 
period studied. The percentage of total decisive cases 
involving surgeons in which there was judgment for 
plaintiff was slightly lower than the percentage with 
respect to all specialists. 
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The next greatest number of specialists involved 
were those engaged in the practice of orthopedic 
surgery. There were 41 orthopedic surgeons involved 
in reported cases. The percentage of total decisive 
cases involving orthopedic surgeons in which there 
was judgment for plaintiff was also slightly lower than 
the percentage for all specialists. 

The plaintiffs also won a lower percentage of total 
decisive cases in which the defendants engaged in the 
practice of otology, laryngology, rhinology, urology, 
and obstetrics-gynecology than they won of the total 
decisive cases involving all specialists. 

The specialty in which there was the greatest per- 
centage of judgments in favor of the plaintiff was 
roentgenology-radiology. There was judgment for 
plaintiff in 45.83% of the total decisive cases involving 
physicians practicing this specialty. Plaintiffs won 
50.00% of the total decisive cases involving full-time 
practitioners of this specialty, while they won only 
25.00% of such cases involving part-time specialists. 

The figures concerning internal medicine were simi- 
lar to those concerning roentgenology-radiology. There 
was judgment for the plaintiff in 45.45% of the total 
decisive cases involving those practicing internal medi- 
cine. 

There was judgment for the plaintiff in 37.50% of 
the total decisive cases involving those engaged in 
the practice of ophthalmology, otology, laryngology, 
and rhinology and in 30.00% of the total decisive 
cases involving physicians specializing in industrial 
medicine. 

One hundred sixteen physicians certified by a spe- 
cialty examining board, or 14.85% of all physicians 


TaBLe 12.—Disposition of Cases Involving Board- 
Certified Specialists® 


For For Total 

Plaintiff Defendant Indecisive Cases 
Pediatries 1 
Psychiatry and neurology ... 
Orthopedie surgery 
Dermatology and syphilology 
Radiology 
Urology 
Obstetries and gynecology ... 
Internal medicine 
Pathology 
Ophthalmology 
Otolaryngology 
Surgery 
Anesthesiology 
Plastic surgery 


Oe 
as 


hm to wre 


Total 51 


“The 5 cases classified as ‘other’ have been excluded. Three full-time 
specialists, 2 part-time specialists, and 6 general practitioners were involved 
in these cases. 


involved in the reported cases (table 12), were iden- 
tifiable as being involved in cases reported during the 
period studied. There were no reported cases involving 
physicians certified by the examining board in the 
following specialties: neurological surgery, physical 
medicine and rehabilitation, preventive medicine, 
proctology, and thoracic surgery. Twenty-one physi- 
cians certified by each of the examining boards in 
orthopedic surgery, radiology, and surgery were in- 
volved in the reported cases. 

There was judgment for the plaintiff in 30.76% of 
the total decisive cases involving board-certified physi- 
cians. There was judgment for the plaintiff in 26.71% 
of total decisive cases involving all specialists, both 
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full-time and part-time. There was judgment in favor 
of the plaintiff in 35.67% of total decisive cases involv- 
ing general practitioners. 


Schools Attended by Defendant Physicians 


Of the 781 physicians involved in the cases reported 
during the period studied, excluding those involved in 
the cases classified as “other,” 688 were graduates of 
American medical schools, 13 were graduates of Can- 
adian medical schools, and 17 were graduates of for- 
eign medical schools other than Canadian; the medical 
school attended by 63 of the physicians involved is 
unknown. One hundred twenty-one American medical 
schools had one or more graduates involved in a re- 
ported case. Twenty-four schools had 10 or more 
graduates involved in reported cases. 

There was judgment for the plaintiffs in 29.86% of 
the total decisive cases involving graduates of Amer- 
ican medical schools. The plaintiffs won 22.22% of the 
total decisive reported cases in which graduates of 
Canadian medical schools were involved. Judgment 
was for the plaintiff in 44.44% of the total decisive 
cases involving graduates of foreign medical schools 
other than Canadian. 


Type of Medical Procedure Involved 


The classification of the reported cases as to the 
type or nature of the procedure involved, in order to 
determine whether any meaningful comparisons ex- 
isted, presented considerable difficulty. A great variety 
of different fact situations was presented by the cases, 
but in many instances the report of the case stated 
only that the physician had allegedly been negligent 
in his treatment of the patient; there was frequently 
no indication of the nature of the treatment or the 
aspect of the treatment with respect to which the phy- 
sician had allegedly been negligent. 

For the most part the classifications as to type of 
procedure, shown table 13, are self-explanatory. How- 
ever, there are three classifications which are some- 
what ambiguous. Included under the classification 


TasLe 13.—Disposition of Cases by Type of Procedure 
Type of For For Total 
Procedure Plaintiff Defendant Indecisive Cases 
Surgery 2 75 ; 172 
Orthopedics (fractures) 21 is 
Diagnosis 12 5 
Nonsurgical treatment 
Failure to make x-ray 15 
Burns ‘ 32 


Unauthorized autopsy or 
other procedure ; l4 1 


General negligent treatment. . 29 
Miscellaneous 13 4 


298 


“nonsurgical treatment” are cases involving such in- 
cidents as failure to use a sterile needle in giving an 
injection, prescribing of an unofficial drug, negligence 
in removing a foreign body from an eye, negligent 
treatment of cuts, and the breaking of a hypodermic 
needle in giving an injection. Under the classification 
“general negligent treatment” are those cases which 
give no indication of the type of treatment or in what 
respect it was negligent. The classification “miscel- 
laneous” includes such cases as those involving failure 
to furnish adequate restraint for a patient with known 
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suicidal tendencies, failure of the physician to come 
when called, or injuries due to a defect in the phy- 
sician’s furniture or equipment. 

If a case came under more than one classification, it 
was tabulated under all applicable classifications. An 
example of a so-called multiple case would be one 
involving allegedly negligent treatment of a fracture, 
with failure to take an x-ray being alleged as a specific 
act of negligence. 

During the period studied, surgery was the type of 
procedure involved most frequently in the reported 
cases. There were 172 such cases. The next most 
frequent type of procedure was negligence in non- 
surgical treatment. Ninety-nine cases were reported in 
which orthopedics (fractures) were involved, making 
this the third most frequent. These three classifications 
account for a little more than 60% of the multiple cases 
reported during the period studied. 

The percentage of multiple decisive cases involving 
surgery, orthopedics (fractures), nonsurgical treat- 
ment, and failure to take x-ray in which there was 
judgment for the plaintiff was substyntially the same as 
the percentage of all decisive cases in which there was 
judgment for the plaintiff. The plaintiffs had their 
greatest degree of success in decisive cases involving 
errors in diagnosis. There was judgment for the plain- 
tiff in 40.00% of the total decisive cases in which alleged 
errors in diagnosis were involved. The plaintiffs won 
37.25% of the total decisive cases involving burns 
caused by alleged negligence. 

The smallest proportion of multiple cases won by the 
plaintiffs was with respect to those cases involving an 
alleged unauthorized autopsy or procedure. In these 
cases the plaintiffs won only 12.50% of the total de- 
cisive cases. In most of the cases coming under this 
classification there was a finding that the plaintiff had 
failed to prove lack of consent to the procedure. 

Of the 172 multiple cases involving surgery, 42, or 
24.41%, were cases in which a foreign body, such as a 
needle, surgical sponge, or drainage tube. had been 
left in the patient’s body. There was judgment for the 
defendant in nine of these cases on the ground that 
the plaintiff's cause of action was barred bv the statute 
of limitations. There were also nine indecisive cases in 
which it was held that the plaintiffs cause of action 
was not barred by the statute of limitations and the 
case was sent back for trial. There were four other 
such cases in which there was judgment for the de- 
fendant. In these cases the plaintiff failed to prove that 
defendant was responsible either for the foreign body 
being left or for the injury complained of. In 
addition to the indecisive cases in which it was held 
that the statute of limitations was inapplicable, there 
were 10 other indecisive cases involving foreign bodies. 
In a number of these 10 cases, there had been judgment 
for the plaintiff in the previous trial, but judgment was 
reversed because of errors in the admission or the 
rejection of evidence. In others among these 10 cases, 
the appellate court, in remanding the case for a new 
trial, directed the lower court to apply the doctrine of 
res ipsa loquitur. 

Of the 29 multiple cases involving surgery in which 
there was judgment for the plaintiff, 9 involved the 
leaving of a foreign body and 2 the failure to use sterile 
instruments. Four of the cases in which there was 
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judgment for the plaintiff involved tonsillectomies and 
two involved plastic surgery. The remainder of the 
cases involving surgery in which there was judgment 
for the plaintiff cannot be more specifically classified, 

Of the 21 multiple orthopedics (fractures) cases in 
which there was judgment for the plaintiff, the applica- 
tion of too tight a cast was found to be the specific act 
involved in five of the cases. Failure to x-ray was in- 
volved in three of the cases. In one case there was a 
failure to use traction, and in another case there was 
a failure to make the area of the fracture sterile. A 
more specific classification of the remaining cases in- 
volving orthopedics (fractures) in which there was 
judgment for plaintiff is not possible. 

Of the cases involving orthopedics (fractures) in 
which judgment was for the defendant or indecisive, 
there were eight in which it was alleged that the cast 
was too tight. In five cases the failure to take x-rays 
was alleged; in one there was alleged failure to follow 
sterile procedures. 

Included under the general classifications of burns 
are cases involving burns of several varieties. The re- 
sults of the 29 cases involving burn by x-rays or radium 
were as follows: for the plaintiff, 9 (31.03% of the 
total cases and 37.50% of the 24 total decisive cases ): 
for the defendant, 15; and indecisive, 5. 

Eight of the multiple cases classified under burns 
involved burns by heating pads or hot-water bottles. 
The results of these eight decisive cases were as fol- 
lows: for the plaintiff, 3 (37.50%), and for the de- 
fendant, 5. 

Under the classification of burns there are 14 cases 
involving burns by diathermy machines, infrared, 
lamps and other similar devices. The results of these 
14 cases were as follows: for the plaintiff, 5 (35.71% of 
total cases and 50.00% of the 10 decisive cases ); for the 
defendant, 5; and indecisive, 4. Six cases under the 
classification of burns involved burns caused by chem- 
icals, drugs, or medicines. In all of these cases, judg- 
ment was for the defendant. 

The proportion of multiple cases involving surgery, 
orthopedics (fractures), or diagnosis remained fairly 
constant throughout the period studied. During the 
period 1935-1944, cases involving nonsurgical treat- 
ment constituted approximately 20% of the total cases: 
in the period 1945-1955, the proportion of such cases 
decreased to approximately 15% of the total. Failure 
to take x-rays was the negligent act alleged in slightly 
more than 9% of all cases during the period 1935-1939: 
during the period 1940-1955 such cases constituted 
only about 2% of the total cases. There was a slight 
increase, during the period studied, in the proportion 
of cases involving burns and in those involving the per- 
formance of an unauthorized autopsy or procedure. 


“Res Ipsa Loquitur” 


The applicability of the doctrine of res ipsa loquitur 
was in issue in 69 of the total cases reported during 
the period studied. The doctrine was held applicable 
in approximately 40% of all cases in which the issue 
was raised. The proportion of cases, by years, in which 
the issue was raised and in which the doctrine was 
held applicable was as follows: 1935-1939, 40.00%: 
1940-1944, 30.77%; 1945-1949, 54.54%; and 1950-1955. 
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The results of 27 cases in which the doctrine was 
held applicable were as follows: for the plaintiff, 9 
(33.33% of total cases and 64.29% of the 14 decisive 
cases); for the defendant, 5; and indecisive, 13. 

Seven of the cases in which the doctrine of res ipsa 
loguitur was held applicable involved the leaving of a 
foreign object in the patient’s body. In three cases in- 
volving x-ray burns, the doctrine was held applicable. 
The doctrine was held applicable in one case involving 
burns by a diathermy machine and in one case in 
which burns from a vaporizer were involved. In two 
cases involving burns by drugs or chemicals and in two 
cases in which the patient received burns from an un- 
known source in the course of an operation, the doc- 
trine was held applicable. 


Amount of Damages Awarded 


The amount of damages awarded could be de- 
termined in only 129 of the total cases reported during 
the period studied. (Included in these 129 cases are 
all cases in which any information was given about 
damages. Many of the cases included were reversed 
and remanded by the appellate court; in a number of 
others a remittitur was ordered.) The age and occupa- 
tion of the plaintiff and degree of his pain and suffer- 
ing, all factors to be taken into consideration in setting 
the amount of damages, are not known with respect to 
all cases. Since the data are not complete, there is 
little basis for comparison of damages awarded in the 
various cases. Certainly, the data are not sufficient to 
permit the drawing of any definite conclusions. 

The largest known verdict returned by a jury in the 
cases studied was in New Jersey in 1953. In that case, 
the negligent treatment of the fractured leg of a 55- 
vear-old housewife made necessary the amputation of 
the leg. The jury awarded the woman $100,000 and 
her husband $25,000; these amounts were reduced to 
$70,000 and $20,000. The largest judgment which was 
allowed to stand was for $115,000. Damages in that case 
were awarded to a 50-year-old female dress designer 
in California in 1949; she had been disfigured by 
allegedly negligently performed plastic surgery on her 
breasts and abdomen. There were no other cases re- 
ported in which damages in excess of $100,000 were 
identifiable. 

Although a true comparison of cases was not possible 
because of insufficiency of data, an attempt was made 
to analyze groups of cases having factors in common. 

There were seven cases in which negligent treatment 
made necessary the amputation of a patient’s leg. 
There was considerable variation in the damages 
wvarded in these cases. In South Dakota in 1936 a 
69-vear-old farmer was awarded $3,500. A 26-year-old 
female was awarded $7,500 in a California case in 1941, 
while a male was awarded $25,000 in that state in 1955. 
In a 1948 Virginia case a 17-year-old male was awarded 
520,000, while in the same year a female plaintiff in 
Kentucky was awarded $5,000. 

In the same year in which the female plaintiff in 
the California case was awarded $7,500 for the loss of 
aleg,a male plaintiff in that state was awarded $6,000 
for negligent treatment which resulted in an inability 
to extend his little finger. In 1943 a 14-year-old male 
plaintiff in California was awarded $8,500 because of 
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negligent treatment of his fractured arm which re- 
sulted in the arm’s being shortened. In 1946 in Cali- 
fornia a male plaintiff was awarded $14,942 for the 
loss of a finger. 

In a case in Texas in 1935 a male plaintiff was 
awarded $3,000 for loss of the sight in one eve. In a 
1944 case in California a 55-year-old male plaintiff was 
awarded $17,360 for the same injury; in this case there 
was a remittitur to $8,500. In 1942 in Kentucky a male 
plaintiff whose sight was totally destroyed by negligent 
treatment at birth was awarded $5,000. In a case in 
Washington in 1940, a 19-year-old male plaintiff was 
awarded $6,500 for the same injury; in this case there 
was a remittitur to $4,000. In contrast to these awards 
for total loss of sight, in a case in Arkansas in 1944 a 
male plaintiff was awarded $5,000 because his vision 
had been impaired by negligent treatment. A male 
plaintiff, approximately 50 vears old, who had lost the 
sight of one eye and had the vision of the other im- 
paired because of negligent treatment was awarded 
$18,000 in a case in Oregon in 1942. In the following 
vear in the same state a female plaintiff of approxi- 
mately the same age who had lost the sight of one eve 
was awarded $20,000; in this case there was a remit- 
titur to $10,000. 

A male plaintiff in Oklahoma in 1954 recovered 
$29,125 because of negligent treatment which rendered 
him sterile. In 1955 a 37-vear-old female plaintiff was 
awarded $79,000 because of negligent treatment which 
made necessary the removal of her left tube and ovary. 
In Iowa in 1939 a 2l-year-old female plaintiff was 
awarded $7,500 in a case involving the removal of her 
uterus because of negligent treatment. 

A male plaintiff, 4 years of age, was awarded $6,25 
in Texas in 1935 because of negligent treatment which 
caused a total loss of the power of speech. In a 1938 
case in Washington a 13-year-old female plaintiff was 
awarded $10,000 as compensation for an almost total 
loss of the power of speech. A female plaintiff in West 
Virginia in 1950 was awarded $4,500 as compensation 
for the impairment of her power of speech. 

A male plaintiff was awarded $2,655 in an Idaho 
case in 1940 for burns caused by a hot water bottle. A 
female plaintiff in Missouri in 1951 was awarded $1,500 
for similar injuries, and in 1947 in Nevada a female 
plaintiff was awarded $5,000. 

In a case in Washington in 1935 a female plaintiff 
was awarded $4,000 as compensation for partial facial 
paralysis caused by the negligent severing of the facial 
nerve. In the same year a male plaintiff was awarded 
$30,000 in Wisconsin for a similar injury. 


Comment 


The results of the analysis of reported cases from 
1935 to 1955 serve to substantiate the fact that medical 
professional liability is a serious national medical prob- 
lem. It must be remembered, however, as stated at the 
outset of this report, that the small number of cases 
involved and the lack of information in some of them 
precludes any final conclusions based on this phase 
of the study alone. A survey of reported cases such as 
this furnishes no indication of the total number of 
claims and suits that were brought and those that were 
settled out of court or by the judgment of a lower court. 
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MEDICAL NEWS 


CALIFORNIA 


New Heart Research Laboratory.—Dedication of the 
heart research laboratory established at the Univer- 
sity of California School of Medicine by the Los 
Angeles County Heart Association was celebrated 
recently. At a dedication dinner, Dr. Carl Wiggers, 
of Cleveland, the guest speaker, discussed “Medical 
Research—Past, Present and Future.” At present, the 
laboratory represents an investment of $135,000 by the 
local heart chapter, with $50,000 per year for four 
years pledged for salaries, research equipment, and 
supplies. Wilfried F. H. M. Mommaerts, Ph.D., whose 
research has been concerned with the chemistry of 
muscle action, has been appointed director of the 
laboratory. 


Personal.—A testimonial dinner will be given honoring 
Dr. Robert R. Newell on his retirement as professor 
of radiology at Stanford University Medical School 
and his new appointment as civilian consultant to the 
Naval Radiological Defense Laboratory, Hunter's 
Point, Sept. 30 at the Fairmont Hotel. For reservations 
write Dr. J. Ward Smith, Office of the Dean, 2398 
Sacramento St., San Francisco 15.-—Dr. Louis H. 
Roddis, who retired from the Navy in 1950, was se- 
lected for the outstanding achievement award by the 
faculty committee on honors of the University of 
Minnesota. The award is reserved for former students 
of the institution. Author of several books, Dr. Roddis 
has served as a medical historian and investigator. 


CONNECTICUT 

Hospital News.—A proposal to use data processing 
machines on the monthly analysis of hospital service 
has been accepted in four Connecticut hospitals. 
These are Greenwich, Bridgeport, Waterbury, and 
Danbury. The program, conducted by the Commis- 
sion on Professional and Hospital Activities, Ann 
Arbor, Mich., has been the topic of joint discussions 
between the Council on Professional Practice and the 
Committee on Hospitals of the Connecticut State 
Medical Society. The commission, which is sponsored 
by the American College of Physicians, the American 
College of Surgeons, the American Hospital Associa- 
tion, and the Southwestern Michigan Hospital Coun- 
cil, uses punched cards and data processing machines 
to accumulate hospital service statistics, As hospital 
cases are discharged, summary sheets are prepared by 
the hospital’s medical records department, and sent 
to Ann Arbor for punch card preparation. At the end 
of each month, an analysis of the service is prepared 
for the use of the medical staff records committee in 
each hospital. 


Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


New Biochemistry Laboratory at Yale.—Plans have 
been announced for a new anatomy and biochemistry 
laboratory at the Yale School of Medicine, New 
Haven. Construction on the new four-story building 
will begin this summer and the laboratory is expected 
to be ready for occupancy by September, 1958. The 
building will form an extension of the Medical School's 
main building, the Sterling Hall of Medicine. The 
U. S. Public Health Service has contributed $482,000 
to the building cost under its Health Research Facili- 
ties Construction Program, and the university is pro- 
viding matching funds to cover the remainder of the 
cost. Included in Yale’s share .is a gift, announced 
last year, of $200,000 from the Longwood Foundation 
of Philadelphia. Dr. Vernon W. Lippard, dean of the 
school, explained that the new building will provide 
long-needed laboratories for the anatomy and bio- 
chemistry departments, now concentrated in the Ster- 
ling Hall of Medicine. He pointed out that both the 
faculty and students working in these two departments 
at the medical school have doubled in size since the 
existing facilities were constructed some 30 years ago. 
The new building will have connecting corridors on 
all four floors with Sterling Hall so that the two build- 
ings will form an integrated structure. 


DISTRICT OF COLUMBIA 


Education Improvement Grant.—The Georgetown 
University School of Medicine has been awarded an 
outright grant of $100,000 by the Commonwealth 
Fund for the improvement of medical education. The 
fund has also offered the institution an additional 
$200,000 if a similar sum can be raised by George- 
town. The Very Reverend Edward B. Bunn, S. J. 
university president, said, “The grant from the Com- 
monwealth Fund enables us to undertake the long- 
desired educational reorganization of our pre-clinical 
curriculum in the Medical School.” The Common- 
wealth Fund, incorporated in New York in 1918, was 
established by Mrs. Stephen V. Harkness and Mr. and 
Mrs. Edward Harkness. It was founded to do some- 
thing for the welfare of mankind increasingly in terms 
of the improvement of the mental and physical health 
of the American people. 


ILLINOIS 

Chicago 

Society News.—Recently installed officers of the Chica- 
go Medical Society include the following: president. 
Dr. Norris J. Heckel; president-elect, Dr. Edwin F. 
Hirsch; secretary, Dr. George C. Turner; and treasurer, 
Dr. Edward W. White. 


Dr. Lawless Honored.—Dr. Theodore K. Lawless, was 
honored recently for his accomplishments as a medical 
practitioner and teacher and for his “broad human- 
itarianism transcending the boundaries of race and 
creed.” A testimonial dinner was given in his honor 
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and funds contributed toward the establishment of 
the T. K. Lawless dermatology department in Beilin- 
son Hospital near Tel Aviv, Israel. The project will 
cost $440,500, of which $280,000 will be provided by 
Kupat Kolim, medical department of Histadrut (Is- 
rael’s federation of labor). The dermatology depart- 
ment will contain 35 beds. Dr. Lawless previously 
won the 39th Spingarn Medal awarded by the Na- 
tional Association for the Advancement of Colored 
People, for “distinguished achievement by a Negro 
American” in 1954. 


Retarded Children Project.—The U. S. Children’s Bu- 
reau has authorized a grant of $138,196 to the Illinois 
Department of Public Health for a three-year project 
for mentally retarded children, to be carried on at 
Children’s Memorial Hospital, Chicago. To finance 
the project until July 1, the department will receive 
$4,696, with $44,500 allotted for each of the following 
three years. This grant is a part of $1,000,000 ear- 
marked by Congress in 1956 for distribution to various 
state health departments for projects for mentally 
retarded children throughout the country. The Chil- 
dren’s Memorial Hospital will use the money to 
establish a Mental Retardation Clinic with emphasis 
on the pre-school age group. The program will in- 
volve determining the extent, type, and cause of 
mental retardation; provision for specific therapy for 
conditions which can be helped by currently available 
methods; counseling for parents; home visits by public 
health nurses and social workers to help parents with 
training and education of mentally retarded children; 
and work with community agencies in the over-all 
care of such children. The clinic will be under the 
direct supervision of Dr. John A. Bigler, chief of staff 
of the hospital, and professor of pediatrics, North- 
western University. Also included on the staff will be 
two psychologists, a psychiatrist, a social worker, and 
a public health nurse, their work supplemented by 
the full resources of the hospital. 


INDIANA 


Personal.—Dr. Francis G. Henderson has been named 
by Eli Lilly and Company to head a new pharma- 
codynamics department which will be concerned with 
drug action on systems of the body other than the 
nervous system. A native of Elwood, Dr. Henderson 
Was first associated with Lilly in 1939, He rejoined 
the company as a physician in the pharmacological 
division in 1947. 


Beeler Lectureship in Radiology —The Raymond C. 
Beeler Lectureship in Radiology was inaugurated at 
the Indiana University School of Medicine, Indian- 
apolis, when the initial lectures were presented by Dr. 
George D. Davis, a 1938 graduate and now a mem- 
ber of the radiology staff at the Mayo Clinic. The 
lectureship honors Dr. Raymond C. Beeler, professor 
of radiology of the faculty since 1919, who relin- 
quished chairmanship of the department several 
months ago after a quarter-century of service. Dr. 
Beeler is a past-president of the American Roentgen 
Ray Society. In presenting the initial Beeler Lectures, 
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Dr. Davis discussed “Problems in Roentgen Diagnosis 
of Pepiic Ulcer” and “Roentgenologic Aspects of Pain- 
ful Hips in Adults.” 


KANSAS 


Society News.—At the recent annual meeting of the 
Kansas Radiological Society, the following officers 
were elected: president, Dr. George S. Ripley Jr., 
Salina; vice-president, Dr. Lewis G. Allen, Kansas 
City; and secretary, Dr. James R. Stark, 3244 East 
Douglas St., Wichita. 


State Medical Election.—At the recent annual meet- 
ing of the Kansas Medical Society the following of- 
ficers were elected: Dr. Thomas P. Butcher, Emporia, 
president; Dr. Glenn R. Peters, Kansas City, first vice- 
president; Dr. Fred E. Wrightman, Sabetha, second 
vice-president; and Dr. George E. Burket Jr., King- 
man, secretary. Mr. Oliver Ebel, Topeka, is the soci- 
ety’s executive secretary. 


LOUISIANA 


Infant Health Statistics—The public health statistics 
report of the Louisiana State Health Department for 
the first quarter of 1957 states that there were 19,148 
live births recorded with the state department of 
health. A rate of 25.0 for every 1,000 of the popula- 
tion was reflected by the total births registered, repre- 
senting a decrease of 64% under 26.6 for the 
corresponding quarter of 1956. Hospital deliveries for 
live births totaled 18,051, or 94.3% of the total de- 
livered, an increase of 1.1% over the 17.861 deliveries 
in hospitals for the first quarter of 1956. The 18,267 
live births attended by physicians were 95.4% of the 
total live births, representing a small increase over 
the 18,115 for the first quarter of 1956. The sex ratio 
was 1,034 male babies to every 1,000 female babies. 
The white babies totaled 11,590 or 60.5% of the total 
births and the nonwhite, 7,558. There was an average 
of 213 babies born alive on every day of the quarter 
and about three births for every one death. Fetal 
death rate was 17.3 for every 1,000 babies born alive, 
an increase over 16.9 for 1956. There was one still- 
born for every 58 babies born alive. There were 708 
babies who died before reaching one year of age, 
37.0 for every 1,000 of the babies born during the 
period, an increase of 12.8% over the rate 32.8 for the 
corresponding quarter of 1956. Principal causes of 
infant death (and rates per 1,000 births) were con- 
genital malformations and diseases of the first year of 
life (16.8); immaturity (4.4); bronchopneumonia 
(2.9); and pneumonia of the newborn (2.0). 


MARYLAND 


Jacobs Award to Dr. Sarnoff.—Dr. Stanley J. Sarnoff, 
chief, laboratory of cardiovascular physiology, Na- 
tional Heart Institute, Bethesda, has been named the 
first recipient of a new award for “meritorious in- 
vestigation in the field of cardiovascular disease and 
related topics” by the Jacobs Foundation, of Dallas, 
Texas, The award, which carries with it a $1,000 
honorarium and travel expenses, was presented dur- 
ing a four-day faculty visit at the University of Texas 
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Southwestern Medical School, Dallas, by Dr. Sarnoff. 
The award was instituted this year with a gift made 
jointly to the Dallas Heart Association and South- 
western Medical School by Leslie L. and Helen F. 
Jacobs Foundation. A nominating committee com- 
prised of local cardiologists who are members of the 
faculty at the Medical School and Drs. Stanley E. 
Bradley, of New York City, and Carl J. Wiggers, of 
Cleveland, unanimously selected Dr. Sarnoff as the 
first awardee. 


MASSACHUSETTS 

Rehabilitation Research Center Project.—The Boston 
Dispensary, a unit of the New England Medical Cen- 
ter, has received an anonymous gift of $100,000 for 
the establishment of a rehabilitation research center 
which will be named in honor of Mr. Arthur Grinnell 
Rotch, a member of the dispensary board since 1925. 
The research facilities will be situated on the top floor 
of a five-story rehabilitation institute under construc- 
tion at the medical center. Mr. Edward B. Hanify, 
president of the board of managers of the dispensary 
said a grant of $125,000 from the National Institute 
of Health and one of $8,356 from the Department of 
Health, Education, and Welfare also had been re- 
ceived toward the project. 


MICHIGAN 

State Eye-Testing Program.—A total of 153.344 Mich- 
igan school children with defective eyesight have 
been discovered and referred to eye svecialists for 
examination during the 10 years the Massachusetts 
vision test has been used in Michigan, the State Health 
Department has reported. The test, one of several 
used to find vision defects in school children, was 
used extensively in Michigan for the first time in the 
fall of 1947. Since that time, 1,369,459 school children 
have been screened by the Massachusetts test. The 
State Health Department’s Vision Section, reported 
that the test not only determines a child’s ability to 
see at a distance but also screens for astigmatism, far- 
sightedness, and muscle balance. 


MINNESOTA 

Personal.—Dr. Winchell M. Craig, head, neurosurgery, 
Mayo Clinic, from 1946 to 1956, and retiring profes- 
sor of neurosurgery in the Mayo Foundation, Gradu- 
ate School, University of Minnesota, was selected by 
the Association of Military Surgeons of the United 
States to deliver the 33rd Kober Lecture at George- 
town University, Washington, D. C., on “The Chal- 
lenge of Pain Syndromes.” 


Cardiovascular Research Grants.—Grants totaling $47,- 
100 have been awarded to five scientists and physi- 
cians for research into diseases of the heart and blood 
vessels. The awards, under the joint support program 
of the American and Minnesota Heart Associations 
went to Dr. Newton Birkhead, of the Mayo Founda- 
tion in Rochester, and Drs. Richard A. DeWall, Robert 
L. Vernier, Victor Lorber, and Alan P. Thal, all of 
the University of Minnesota. 
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MISSOURI 

Metabolism Research Grant.—A grant of $62,496 from 
the U. S. Public Health Service awarded to Dr. John 
P. Wyatt, professor of pathology; Dr. Joseph P. Wack, 
senior instructor in pathology; and Dr. Benjamin T. 
Williams; a third-year fellow in pathology, St. Louis 
University Schoo] of Medicine, has been announced. 
The award is for a five-year period of research study 
on “Movement of Iron in Experimental Pathological 
States.” The group will study the metabolism of iron 
in the body through the use of radioactive compounds 
on experimental animals. 


NEBRASKA 

Dedicate Memorial Research Laboratory.—The Uni- 
versity of Nebraska College of Medicine, Omaha, 
dedicated its new Memorial Research Laboratory 
June 14. Cost of the laboratory*was about $250,000, 
including $65,000 for equipment. Funds for the build- 
ing and equipment were provided by the State Legis- 
lature. Research grants will be required to keep it 
open, however. A two-story building, it includes a 


New Memori:] Research Laboratory, University of Nebraska 
College of Meuicine. 


radioisotope laboratory, autopsy room, two major 
operating rooms, and separate rooms for each re- 
search project. There are individual cages for 72 dogs 
(housed in an air-conditioned room) and cages for 
monkeys, guinea pigs, rats, and mice (all in the base- 
ment), and other facilities are provided for use of 
these animals in research. Building dedication during 
Omaha’s Second-Century Jubilee included presenta- 
tion of keys to Dr, Carlyle Wilson, director of the 
laboratory. 


NEW YORK 

Radiation Testing Equipment for Water Safety.—In- 
stallation of equipment in radiological laboratories at 
five New York State colleges to test the safety of water 
in the event of atomic attack has been announced by 
Dr. Herman E. Hilleboe, state health commissioner. 
A total of $25,000 in state funds was used to place the 
equipment in laboratories at Cornell University, the 
State Agricultural and Technical Institutes at Morris- 
ville and Alfred, Vassar College in Poughkeepsie, and 
the Orange County Community College in Middle- 
town. A sixth unit is located in the Health Depatt- 
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ment’s Division of Laboratories and Research. Each 
laboratory has equipment for counting beta and 
zamma rays Which can automatically test 25 samples. 
Under the agreement entered into by the department 
and the colleges, the state will maintain the equip- 
ment and the institutions will furnish trained person- 
nel ready at any time to operate the laboratories. One 
college staff member will be available to take part in 
civil defense exercises. The laboratories may also be 
used to train students, and for research projects, in- 
cluding analyses of local bodies of water. Dr. Hilleboe 
pointed out that in case of disaster involving ionizing 
radiation, the laboratories would also test samples ot 


milk and food. 


New York City 

Appoint College Chief Executive.—The board of trus- 
tees, New York Medical College, Flower and Fifth 
Avenue Hospitals, has appointed Dr. Ralph E. Snyder 
as chief executive officer to succeed the president, 
Dr, J. A. W. Hetrick, who will retire. Dr. Hetrick, 
who served the institution for more than 40 years, has 
been president since 1942 and will continue as con- 
sultant to the board of trustees. Dr. Snyder was ap- 
pointed dean in 1953 and will continue in this position. 
Dr. Snyder is a member of the Mayor’s Advisory Com- 
mittee for the Aged and a member of the Subcom- 
mittee for Postgraduate Education in relation to the 
Cancer Educational Program of the New York City 
Cancer Committee. He is a chairman of the Dean’s 
Committee of Veterans Hospitals in this city. 


Dr. Tobis Honored.—Dr. Jerome S. Tobis, director, 
department of physical medicine and rehabilitation, 
New York Medical College, Flower and Fifth Avenue 
Hospitals, has been chosen “Physician of the Year in 
New York State” for furthering employment of the 
physically handicapped. Announcement of the citation 
was made yesterday by Mr. Orin Lehman, chairman, 
New York State Governer’s Committee on “Employ- 
ment of the Physically Handicapped.” Dr. Tobis was 
chosen because of his work in organizing the sheltered 
workshop at Bird S. Coler Hospital. This citation is 
given each year to a physician who has played an im- 
portant role in the successful rehabilitation of the 
physically handicapped, or has made possible the em- 
ployment of physically handicapped persons on a large 
scale. The recipient is considered for the national phy- 
‘ician's award given by the President’s Committee on 
Employment of the Physically Handicapped. The na- 
tional award will be made in February, 1958. 


NORTH DAKOTA 

State Medical Election.—The following officers of the 
North Dakota State Medical Association were elected 
for 1957-1958: president, Dr. Robert W. Rodgers, 
Dickinson; president-elect, Dr. Oliver A. Sedlak, 
Fargo; first vice-president, Dr. John Fawcett, Devils 
Lake; second vice-president, Dr. Carroll M. Lund, 
Williston; secretary, Dr. Edwin H. Boerth, Bismarck; 
and treasurer, Dr. Ernest J. Larson, Jamestown, 
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OHIO 

Narcotic Violation.—Dr. Joseph A. Geer, Lancaster, 
pleaded guilty in State Court of Common Pleas, Mer- 
cer County, Celina, on April 11 to 13 counts for 
issuing false prescriptions in violation of the state 
narcotic law. On April 15 he was sentenced to a term 
of two years. Imposition of sentence was suspended, 
and he was placed on probation for a two-year period, 
and was directed to surrender his narcotic registration 
and to resign from his position as coroner of Fairfield 
County. 


State University Presented Defense Award.—For the 
second time since the establishment of the Depart- 
ment of Defense Reserve award in May, 1955, a civil- 
ian medical activity cooperating with the Army 
Medical Service Reserve program has been named as 
a recipient. The Health Center of Ohio State Univer- 
sity, Columbus, has been cited for its “outstanding 
service” in lending personnel and _ facilities to the 
806th Hospital Center, and the 449th General Hos- 
pital, which is affiliated with the University. Both 
Army Reserve units are allocated to the Second U. S. 
Army area, Any employer, business concern or com- 
pany, regardless of size or the number of military 
reservists employed, is eligible for the award. Criteria 
used for the selection of the recipients are the policies 
practiced toward military reservists and reservist pro- 
grams. The Tacoma General Hospital, Tacoma, Wash.. 
was the first medical activity to receive the award. 


PENNSYLVANIA 

Society News.—At the annual meeting of the Pennsy]- 
vania Radiological Society, the following officers were 
elected for 1957-1958: Dr. Lewis E. Etter, president; 
Dr. John H. Harris, president-elect; Dr. Joseph E. 
Malia, first vice-president; Dr. Walter P. Bittner, sec- 
retary-treasurer; and Dr. Carl B. Lechner, editor. 


Philadelphia 


Dr. Moyer Named Medical Department Head.—Dr. 
Charles $. Cameron, dean, Hahnemann Medical Col- 
lege and Hospital, has announced the appointment of 
Dr. John H. Moyer III as head of the Medical Col- 
ieges department of medicine. Dr. Moyer comes to 
Hahnemann Medical College from the Baylor Uni- 
versity School of Medicine, Houston, Texas, where he 
was chief, departments of medicine and pharmacology. 
Dr. Moyer was appointed assistant professor of medi- 
cine and pharmacology at the Baylor University School 
of Medicine in 1950, becoming associate professor in 
1952 and full professor in 1956. While at Houston, 
Texas, he was associate and attending physician at the 
Jefferson Davis Hospital, Methodist Hospital, Hous- 
ton Tuberculosis Hospital, and the Veterans Adminis- 
tration Hospital. 


WASHINGTON 


Hospital News.—Appointment of Dr. Robert Hugh 
Dickinson, presently associate professor of psychiatry 
and coordinator of clinical services at the University 
of Chicago Medical School, as medical director of the 
Pinel Foundation Hospital, Seattle, has been an- 
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nounced. Dr. Dickinson, who will assume his duties 
as Pinel’s medical director in September, succeeds act- 
ing director Dr. Stanley Jackson, who is entering pri- 
vate practice. 


WEST VIRGINIA 


Society News.—The following officers were recently 
elected at the annual meeting of the West Virginia So- 
ciety of Ophthalmology and Otolaryngology: presi- 
dent, Dr. Wilbur F. Shirkey, Charleston, succeeding 
Dr. William F. Beckner, Huntington; president-elect, 
Dr. John H. Trotter, Morgantown; vice-president, Dr. 
Frederick C. Reel, Charleston; and secretary-treasur- 
er, Dr. William K. Marple, Huntington. 


WISCONSIN 


Council Award to Dr. Arveson.—The Council award, 
highest honor in the power of the State Medical Soci- 
ety to bestow on one of its members, was presented to 
Dr. R. G. Arveson, of Frederic, at the annual meeting. 
A member of the society since 1910, a past-president 
of the society and presently chairman of its council, 
Dr. Arveson became the 25th recipient of the award. 
The award is granted only by unanimous vote, is grant- 
ed only to those who have served with “outstanding 
distinction the science of medicine, their fellow physi- 
cians and the public.” Award recipients must personify 
the highest traditions of medicine in their devotion to 
the public good. 


GENERAL 


Teleposium in Hartford.—Hartford Hospital and St. 
Francis Hospital, Hartford, put in operation a tele- 
posium on May 14. Dr. Hans Selye spoke over a 
closed-circuit telephone line from Montreal on “Stress 
Theory of Hormones.” Physicians gathered in the hos- 
pital amphitheater heard the lecture and were able 
to participate in a direct question and answer period 
with Dr. Selye following the lecture. Time spent in 
travel was thus eliminated. 


Scientists Honored at Turin.—The School of Medicine 
of the University of Turin in Italy recently conferred 
honorary medical degrees upon six scientists in differ- 
ent fields. The event took place as part of the program 
of the Third International Congress of Medical Arts, 
held June 1-9 in Turin and which included an Inter- 
national Symposium of Medical Genetics. The persons 
so honored and their respective specialties were 
George de Hevesy, Stockholm, nuclear medicine; Dr. 
Charles B. Huggins, Chicago, hormonal treatment of 
cancer; Dr. Franz J. Kallmann, New York, psychiatric 
genetics; Dr. Jonas E. Salk, Pittsburgh, polio vaccine; 
Dr. Paul Santy, Lyons, cardiovascular (mediastinal ) 
surgery; and Arthur Stoll, Monaco, alkaloid chemistry. 


Conceptual Clinic for New Instrumentation.—Scien- 
tists and engineers from 60 different universities and 
industrial institutions gathered at the New England 
Institute for Medical Research, Ridgefield, Conn., for 
a symposium June 10-11, designed to present basic 
biomedical problems for which there is no instrumen- 
tation or for which the existing instrumentation is in- 
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adequate. Three aspects of problems in instrumenta. 
tion were presented: (1) instruments to be used by 
the practitioner, (2) instruments to be used in the 
analytical laboratory, and (3) instruments for use jp 
the research laboratory. Executive director of the New 
England Institute for Medical Research is Dr. John 
H. Heller. 


Brown-Hazen Fund.—The Research Corporation has 
announced the establishment of the Brown-—Hazen 
Fund, its first program of grants in the medical sci. 
ences. The fund’s resources are derived from royalties 
on the production of an antifungal antibiotic discoy. 
ered and developed by Elizabeth L. Hazen, Ph.D., and 
Rachel Brown, Ph.D., of the scientific staff of the New 
York State Laboratory. The fund committee will con. 
sider requests for support of fundamental research 
in biochemistry, microbiology,-and immunology. In- 
quiries may be addressed to Dr. Rachel Brown (secre. 
tary), Division of Laboratories and Research, New 
York State Department of Health, Albany 1, N. Y., or 
to Mr. Charles H. Schauer, Research Corporation, 405 
Lexington Ave., New York 17, N. Y. 


Cardiovascular Research Grants.—Research grants-in- 
aid totaling $1,395,285.80 have been announced by 
the American Heart Association increasing to almost 
$2,375,000 the sums allocated by the association to sup- 
port scientific studies related to the heart and blood 
vessel diseases during the 12 months ending June 30, 
1958. 

Announcing the awards, Dr. Edgar V. Allen, presi- 
dent of the association, said that at least 50% of the 
sum the national headquarters receives from the Heart 
Fund campaign is set aside for support of scientific 
studies. It was reported that studies generally classi- 
fied as basic science, heart muscle action, cell behavior. 
the chemistry of body fluids, and enzyme analysis, will 
share the largest proportion of the newly announced 
grants. About $550,000 has been set aside for this work. 

More than $200,000 is directed at high blood pres- 
sure and the related problem of the role of the kidney 
in heart failure and hypertension. Fat utilization in the 
body, coronary disease and hardening of the arteries 
are the focal points for studies which will receive 
about $300,000. Studies in rheumatic fever will ac- 
count for almost $100,000; heart surgery and congeni- 
tal heart disease, another $150,000. 


Continental Federations of Surgeons Formed.—The 
formation of federations of surgeons on a continental 
basis under the aegis of the International College of 
Surgeons has been announced by Dr. Max Thorek, of 
Chicago, founder of the college. Dr. Thorek said the 
need for such federations developed as a result of the 
rapid growth of the International College of Surgeons 
since it was founded in 1935, in Geneva, Switzerland. 
Four units have been established, covering North 
America, Central and South America, Europe, and 
Asia. 

Dr. Curtice Rosser of Dallas, president of the United 
States Section, and head, department of proctology. 
Southwestern Medical College, will be the regional 
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secretary of the North American federation, which will 
consist of the United States and Canada. The European 
federation will have Prof. Dr. John Henry Oltramare, 
of the University of Geneva, Switzerland, as regional 
secretary. Prof. Dr. Jorge A. Taiana, former dean of 
the School of Medicine, University of Buenos Aires, is 
regional secretary of the Central and South American 
federation. The Asiatic federation will have Prof. Dr. 
Komei Nakayama, professor of surgery, University of 
Chiba, Japan, as regional secretary. 


Prevalence of Poliomyelitis.—According to the Nation- 
al Office of Vital Statistics, the following number of re- 
ported cases of poliomyelitis occurred in the United 
States, its territories and possessions in the weeks 
ended as indicated: 


June 22, 1957 


Total June 23, 
Paralytie Cases 1956 
Area Type Reported Total 
New England States 


Massachusetts 1 
Middle Atlantic States 
3 4 8 
East North Central States 
2 4 1 
1 1 3 
West North Central States 
1 1 
South Atlantic States 
4 4 3 
4 10 3 
East South Central States 
Kentucky ... 1 3 
Tennessee . 1 9 2 
Alabama . ‘ab 1 
Mississippi .. 4 12 2 
West South Central Sta 
Mountain States 
Pacifie Staves 
Territories and Possessions 


Corrections 


Dr. Finnerud.—In the list of National Organizations of 
Medical Interest, on advertising page 38 in THE Jour- 
NaL of June 22, 1957, the surname of Dr. Clark W. 
Finnerud was misspelled and should have been spelled 
as it appears here. 
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Fats and Thrombosis.—In the United King- 
dom letter of this title (June 1, page 599) the second 
sentence should have read “In his view, the marked 
variations in the mortality in western countries with 
comparable high-fat intakes were not in accordance 
with the suggestion that total fat consumption was 
the critica] factor.” 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 


CauirorNia: Written Examination, Los Angeles, Aug. 19-22; 
Sacramento, Oct. 21-24. Oral Examination, Los Angeles, Au- 
gust 17; San Francisco, Nov. 16. Oral and Clinical for For- 
eign Graduates. Los Angeles, Aug. 18; San Francisco, Nov. 
17. Sec., Dr. Louis E. Jones, 1020 N St., Sacramento 14. 

District or Covtumbia:® Reciprocity. Washington, Sept. 9 
Examination. Washington, Nov. 12-13. Deputy Director, Mr. 
Paul Foley, 1740 Massachusetts Ave., N.W., Washington, 
D. C. 

Georcia: Examination. Atlanta, Oct. 8-9. Reciprocity. Atlanta, 
Oct. 10. Sec., Mr. Cecil L. Clifton, 111 State Capitol, At- 
lanta 3. 

Minnesorta:® Examination and Reciprocity. Minneapolis, Oct. 
15-17. Sec., Dr. F. H. Magney, 230 Lowry Medical Arts Bldg., 
St. Paul 2. 

Montana: Examination and Reciprocity. Helena, Oct. 1-2 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 

New Hampsuire: Examination and Reciprocity. Concord, Sept 
11-13. Sec., Dr. John S. Wheeler, 107 State House, Concord. 

NortH Carouina: Endorsement. Bowling Green, July 26. Sec., 
Dr. Joseph J. Combs, Professional Bldg., Raleigh. 

Vircinia: Reciprocity. Richmond, Dec. 4. Examination. Rich- 
mond, Dec. 5-7. Address: Office of the Secretary, 631 First 
St., S.W., Roanoke. 

West Vircinia: Reciprocity. Charleston, July 8. Examination. 
Charleston, July 8-10. Sec., Dr. Newman H. Dyer, State 
Office Building No. 3, Charleston 5. 

ALasKa:*® On application in Anchorage and Juneau. Sec., Dr. 
W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, Agana. 

Puerto Rico: Examination, San Juan, September 4. Sec. Mr. 
Joaquin Mercado Cruz, Box 9156, Santurce. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


ARKANSAS: Examination. Little Rock, Oct. 7-8. Sec., Mr. S. C. 
Dellinger, Zoology Department, University of Arkansas, Fay- 
etteville. 

Cotorapo: Examination and Reciprocity. Denver, Sept. 4-5. 
Sec., Dr. Esther B. Starks, 1459 Ogden St., Denver 18. 

District or CoLtumsia: Examination. Washington, Oct. 21-22. 
Deputy Director, Mr. Paul Foley, 1740 Massachusetts Ave., 
N.W., Washington, D. C. 

Iowa: Examination. Des Moines, July 9. Sec., Dr. Ben H. 
Peterson, Coe College, Cedar Rapids. 

MicnwicaN: Reciprocity. Ann Arbor, Sept. 7. Examination. Ann 
Arbor and Detroit, Oct. 11-12. Sec., Mrs. Anne Baker, 116 
Stevens T. Mason Bldg., West Michigan Ave., Lansing. 

New Mexico: Examination. Santa Fe, July 21. Sec., Mrs. Mar- 
guerite Cantrell, P.O. Box 1522, Santa Fe. 

OKLaHoMa: Examination. Oklahoma City, Sept. 27-28. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 

Ruope IsLtanp: Examination. Providence, Aug. 28. Administra- 
tor of Professional Regulation, Mr. Thoras B. Casey, 366 
State Office Bldg., Providence. 

Wisconsin: Examination. Madison, Sept. 20 and Milwaukee, 
Dec. 7. Sec., Mr. William H. Barber, 621 Ransom St., Ripon 


*Basic Science Certificate required. 
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GOVERNMENT SERVICES 


ARMY 


Danger of Heat Injury to Reservists——More than 
1,000 cases of heat injury occur each year in Army 
personnel, and most cases are preventable, according 
to Major Gen. Silas B. Hays, the surgeon general. Heat 
injury includes heat cramps, heat exhaustion, and heat 
stroke. Although only a few deaths occur following 
heat stroke, a person may develop a low tolerance for 
heat condition where death does not occur, the surgeon 
general said. 

In an effort to reduce the number of heat casualties 
among Army reserve components during the summer 
months under this year’s intensified training schedule, 
the Department of the Army has issued a circular on 
prevention of heat injury. The new directive (circular 
40-8) requires that recruits not accustomed to physical 
activity under conditions of high temperatures and 
humidity should be acclimatized to these conditions 
by graduated exposure and gradual increase in work- 
load, particularly during basic training. In addition to 
heat injury prevention measures mentioned in the 
circular, Major General Hays suggested the following 
measures which should be applied by supervisors and 
trainees: 1. The heavy meal of the day should be 
served in the evening. 2. An hour of rest after the noon 
meal is beneficial. Clothing and equipment should be 
worn loosely to permit free circulation of air between 
the uniform and body surface. 3. Water and salt 
be consumed in sufficient amounts to make up for 
amounts of both substances lost through perspira- 
tion. 4. Training schedules might be modified to 
place the most strenuous activities during the cooler 
parts of the day. 


Science Students Visit Health Institutes.-Some 25 
talented high school science students, together with 
their science teachers and parents, participated in a 
“Science-in-Action” Day program at the National In- 
stitutes of Health, Bethesda, Md., on June 20. The 
students were either finalists in the National Science 
Fair Competition for 1957 or winners in the National 
Science Talent Search contest. Both competitions are 
conducted by Science Service in cooperation with 
various national and local groups. 

The students came to the National Institutes of 
Health from a number of states and the District of 
Columbia. The “Science-in-Action” Day program, the 
first of its kind to be conducted at the National Insti- 
tutes of Health, was intended to allow the students to 
get acquainted with what the institutes were doing in 
medical research and to help them form a realistic view 
of the opportunities available to them in the medical 
research field, said Dr. James A. Shannon, director. 
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Among the scientific demonstrations the students 
witnessed were those having to do with the role of 
enzymes in producing disease, the operation of ap 
artificial heart-lung machine, research with germ-free 
animals, and the recording of electrical activity of 
single nerve cells in the central nervous system. 

Students, teachers, and parents were honored 4; 
guests at a luncheon in the Clinical Center. Watsoy 
Davis, director of Science Service, addressed the 
luncheon group. 


Award of the Skinner Medal.—Capt. William Payne 
King, M. C., of Memphis, Tenn., was awarded the 
Skinner medal at the Army Medical Service School 
class graduation on Friday, June 24. The award is 
given to the physician making the highest scholastic 
rating in each basic military, course at the Brooke 
Army Medical Center component. Dr. John O. Skin- 
ner, a contract surgeon in the Indian wars, established 
the award as a means of stimulating the study of field 
medicine early in military medical careers. 

Captain King entered the Army in April, 1956 
After an orientation course at the Army Medical Ser- 
ice School, he was sent to the Walter Reed Army 
Hospital in Washington. He then was returned to 
Brooke Army Medical Center to attend the career 
officer course. He will now return to the Water Reed 
Hospital for further duty. He is a member of Alpha 
Omega Alpha, honorary medical fraternity, and Phi 
Chi, professional fraternity at the University of Ten- 
nessee School of Medicine. 


Approve Residencies at William Beaumont Hospital.- 
The Council on Medical Education and Hospitals of 
the American Medical Association recently approved 
resident training programs at the William Beaumont 
Army Hospital, Fort Bliss, Texas, in the fields of 
internal medicine (three years full approval) and pedi- 
atrics (two years full approval). 


NAVY 


Scientific Exhibit Wins Award.—The scientific exhibit 
from the Naval Hospital, St. Albans, N. Y., entitled 
“Newer Approaches to Study of the Liver,” was award: 
ed the Certificate of Merit at the American Medica! 
Association meeting in New York City, on June 3 to/. 
The exhibit portrayed the use of physiological, histo- 
logical, biochemical, and isotopic techniques in assess- 
ing the liver in health and in disease. Highlighted 
was the technique of hepatic catheterization repre 
sented by means of a transparency figure of the thora\ 
with illuminated and animated sequential advance 0 
the catheter through the various venous pathway’, 
from the arm, through the heart, and to the liver. 
This exhibit illustrated the joint research of many 
individuals, principally, Capt. G. L. Calvy, M. ©: 
Capt. R. N. Grant, M. C.; Lieut. M. L. Gliedma®. 
M. C., U. S. N. R.; and Commander C. M. Leev): 
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M. C., U. S. N. R. A substantial amount of original 
data was contributed by Lieutenant Gliedman, direc- 
tor, cardiopulmonary function laboratory and by Com- 
mander J. B., Burkle, M. C., director, radioisotope 
laboratory, Naval Hospital, St. Albans, N. Y. 


Surgeon General of Turkey Concludes Visit.—Rear 
Adm. Refik Kuntol, surgeon general of the Turkish 
naval forces, on June 28 concluded a 30-day orienta- 
tion visit to the U. S. Naval Medical Department facili- 
ties. Admiral Kuntol, accompanied by Capt. Tahir Tag, 
executive officer of Turkey’s Naval Hospital at Istan- 
bul, spent several days at the Bureau of Medicine and 
Surgery, where they were briefed on the organization, 
management, and operation of each of the divisions of 
the bureau. They visited Navy Medical Department 
facilities on the East Coast; the Naval Hospital, San 
Diego, Calif.; and the Naval Hospitat aboard the 
hospital ship, U.S.S. Haven. On his first visit to the 
United States in 1949, the admiral visited the Naval 
School of Hospital Administration at Bethesda, Md., 
and that visit resulted in the establishment of a similar 
School of Hospital Administration in Turkey. 


Personal.—Rear Adm. George W. Calver, M. C., U. S. 
Navy (retired), presently the attending physician for 
the Congress of the United States, was made presi- 
dent-elect of the American College of Cardiology at 
its sixth annual meeting in Washington, D. C., in May. 


VETERANS ADMINISTRATION 


New Policy on Non-service-connected Conditions.— 
The Veterans Administration announced on June 26 
that patients with non-service-connected conditions 
covered by workmen’s compensation or other industrial 
accident insurance will be transferred from VA hospi- 
tals when their condition warrants. Dr. Roy A. 
Wolford, deputy chief medical director in the VA 
central office, said no veteran will be transferred or 
discharged under the new policy until his entitlement 
to necessary treatment elsewhere at no expense to 
himself has been clearly established. 

The 173 VA hospitals across the country were told 
by Dr. Wolford to make the transfers or discharges 
from the hospital as soon after this entitlement has 
been established as possible, without endangering the 
patient’s “life or limb.” The order applies only to 
veterans without service-connected disabilities who 
are admitted to VA hospitals for treatment of occu- 
pational injuries or diseases incurred in or as the 
result of their employment, Dr. Wolford said. 

Since most veterans brought to VA hospitals for 
on-the-job injuries are emergency cases, the extent of 
industrial accident insurance coverage provided by the 
employer or by workmen’s compensation statute or 
law usually cannot be determined until after ad- 
mission, Dr. Wolford explained. These veterans with 
non-service-connected disabilities are admitted to VA 
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hospitals on their statement, under oath, that they are 
unable to defray costs of hospitalization elsewhere. 
In such cases, Dr. Wolford said, insurance or work- 
men’s compensation coverage will be determined by 
correspondence between the hospital and the veteran's 
employer. If the veteran has full coverage, his entitle- 
ment to treatment elsewhere then will be explained 
to him, and he will be asked to reconsider his state- 
ment of inability to pay and to agree to transfer to a 
non-VA hospital when his condition permits. If in 
these circumstances a veteran refuses to transfer, his 
file will be sent to the VA central office in Washington, 
D. C., for review and possible referral to the Depart- 
ment of Justice, which in turn may prosecute. 


PUBLIC HEALTH SERVICE 
Pilot Study of Rural Health Needs.—The Public Health 


Service has announced that an extensive study of 
health needs in sparsely settled rural areas was started 
July 1. The study is designed to help develop more 
effective and economical methods of bringing modern 
public health services to people in the less populous 
areas of the country. The study will begin with a sur- 
vey of the health situation in Kit Carson County, 
Colorado, and will be extended later to other counties 
in the Great Plains area. This area was selected be- 
cause there are few local health departments in the 
area, because it has a widely scattered farm popula- 
tion, and because farm incomes have been affected by 
drought and other severe weather variations. 

The Kit Carson study will involve interviews with 
more than 1,500 families. Data from this survey and 
later studies will provide a basis for an appraisal of 
rural health needs and development of practical ways 
for meeting them. The Colorado State Department of 
Public Health, local physicians, and county leaders 
are cooperating in the study. 


Awards for Advanced Nurses Training.—The Depart- 
ment of Health, Education, and Welfare announced 
June 22 that 587 awards for advanced nurses training 
have been made under a new Public Health Service 
program. The Public Health Service has just completed 
allocation of 2 million dollars appropriated by Con- 
gress to help overcome a serious shortage of nurses 
trained for teaching, supervisory, and administrative 
positions. This appropriation was for the first year of 
an authorized three-year program. The funds have 
been made available through 56 schools of nursing 
and public health to assist nurse trainees from every 
state. 

Half of this year’s trainees are preparing for teach- 
ing positions. Twenty-eight per cent are training for 
administrative posts and the remaining 22% for super- 
visory positions. A preference for positions in schools 
of nursing or practical nursing was indicated by 56% 
of the trainees. Twenty-eight per cent said they prefer 
hospital nursing service, and 16% plan to work in 
public health. 
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DEATHS 


Wampler, Frederick Jacob * Bridgewater, Va.; born 
in Edom, Jan. 7, 1883; Rush Medical College, Chicago, 
1913; specialist certified by the American Board of 
Preventive Medicine; from 1913 to 1926 medical mis- 
sionary in China; decorated twice by the Chinese gov- 
ernment for his leadership in stopping the southward 
spread of an epidemic of pneumonic plague and for 
his active work in famine relief; associate secretary, 
Council on Health Education of China from 1921 to 
1926; served as health officer of the Accomac- 
Northampton Health Unit; in 1928 became professor 
of preventive medicine, assistant professor of medi- 
cine, and director of the outpatient clinic, Medical 
College of Virginia, where in 1942 he was named pro- 
fessor of preventive and industrial medicine; on occa- 
sional special assignments such as one year surveying 
medical mission work abroad, sponsored by the Lay- 
men’s Missionary Movement; served as state medical 
advisor to the Works Progress Administration of Vir- 
ginia and as chairman of the Richmond Health Coun- 
cil; from 1944 to 1946 medical director of the Rustless 
Iron and Steel Corporation in Baltimore; district 
health officer, Page-Warren-Shenandoah counties 
from 1946 to 1949; chief of field party, health and 
sanitation division, Institute of Inter-American Affairs, 
Peru and later Paraguay, South America, from 1949 
to 1952; health officer, Granville County, N. C., from 
1952 to 1956; the North Carolina Public Health As- 
sociation bestowed upon him the Carl V. Reynolds 
award for “outstanding achievement in the field of 
public health in the state of North Carolina”; member 
of the Industrial Medical Association; received the 
degree of master of public health from Johns Hopkins 
University School of Hygiene and Public Health, Balti- 
more, and an honorary LL.D. from Bridgewater (Va.) 
College; author of “Principles and Practice of Indus- 
trial Medicine”; died April 6, aged 74, of carcinoma 
of the pancreas with metastasis. 


Gregg, Alan, vice-president, retired, of the Rockefeller 
Foundation in New York City, died at his home in 
Big Sur, Calit., June 19, aged 66. Dr. Gregg was born 
in Colorado Springs, Colo., July 11, 1890. Following 
graduation from Harvard Medical School, Boston, in 
1916, he interned at the Massachusetts General Hos- 
pital in Boston, and during World War I served with 
the Royal Army Medical Corps of the British Expedi- 
tionary Force. From 1919 to 1922 he was a member of 
the field staff of the International Health Board of the 
Rockefeller Foundation. He served as associate direc- 
tor of division of medical education for the foundation 
from 1922 to 1928. The following year he was named 
associate director of medical sciences and in 1931 was 
appointed director. He served in that capacity until 
1951, when he was made vice-president of the founda- 
tion. In 1956 he retired as a member of the National 
Advisory Committee to the Selective Service System. 
He was a consultant and advisor to the Veterans Ad- 


® Indicates Member of the American Medical Association. 


ministration, National Institute of Mental Health, and 
the Hoover Commission; served as chairman of a diyi- 
sion of the U. S. Atomic Energy Commission. Dry. 
Gregg was a fellow of the American Association fo; 
the Advancement of Science, American Academy of 
Arts and Sciences, and the New York Academy of 
Medicine, honorary member of the Alpha Omega 
Alpha and the American Association of Physicians, and 
member of the American Philosophical Society and 
Phi Beta Kappa. In November, 1956, when presented 
with the Albert Lasker award by the American 
Public Health Association, he was cited for his 40 
years of service in the field of public health, medical 
education and research. In 1951 he was decorated 
Chevalier Legion d’Honneur and on June 12, 1957 was 
awarded the honorary degree of doctor of science, in 
absentia, from Western Reserve University, Cleveland. 


Pollard, John William Hobbs ® Groveland, Mass: 
born in Brentwood, N. H., Feb. 22, 1872; University of 
Vermont College of Medicine, Burlington, 1901; in- 
structor in physiology and physical director, Union 
College, Schenectady, N. Y., from 1897 to 1900; physi- 
cal director at Lehigh University, Bethlehem, Pa. 
1901-1902; director, department of physical education, 
University of Rochester, from 1902 to 1905; professor 
of physical education and lecturer on hygiene, Univer- 
sity of Alabama, Tuscaloosa, from 1906 to 1910 when 
he became associate professor of biology and professor 
of physical education at Washington and Lee Univer- 
sity in Lexington, Va., serving until 1915, and pro- 
fessor of physical education and hygiene from 1915 to 
1921; formerly health commissioner of Quincy, Ill. 
served as district health superintendent of the Illinois 
State Department of Public Health; for many years 
health commissioner of Evanston, IIl.; veteran of 
World War I; commissioned a lieutenant colonel in 
the medical reserve in 1919 and in 1924 commissioned 
a colonel; in 1929 recommissioned a colonel in the 
medical reserve; in command of General Hospital 119, 
Sixth Corps Area; at one time vice-president and 
president of the Virginia State Public Health Associa- 
tion; member of the Association of Military Surgeons 
of the United States, American Public Health Associa- 
tion, and the American Association for the Advance- 
ment of Science; died May 2, aged 85, of arterioscle- 
rotic heart disease. 


Spencer, Frank Robert ® Boulder, Colo.; born in 
Burlington, Iowa, June 12, 1879; University of Michi- 
gan Department of Medicine and Surgery, Ann Arbor, 
1902; formerly assistant demonstrator of anatomy at 
his alma mater; professor emeritus of otolaryngology 
at the University of Colorado School of Medicine. 
where he joined the faculty in 1905; charter member. 
honorary member and at one time vice-president of 
the American Board of Otolaryngology; specialist cer- 
tified by the American Board of Ophthalmology: 
chairman, Section on Laryngology, Otology and Rhin- 
ology, American Medical Association, 1927-1925; 
past-president of the American Academy of Ophthal- 
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mology and Otolaryngology and the American Laryn- 
cological Association; past-president of the Colorado 
State Medical Society, Boulder County Medical So- 
ciety, Colorado Otolaryngological Society, and the 
Colorado State Board of Medical Examiners; member 
of the American Laryngological, Rhinological and 
Otological Society and the American Otological So- 
ciety; fellow of the American College of Surgeons; 
veteran of World War I; on the staffs of the Boulder- 
Colorado Sanitarium and Hospital and Community 
Hospital; died in the Presbyterian Hospital, Denver, 
April 20, aged 77, of myocardial infarction. 


Verdi, William Francis ® New Haven, Conn.; born 
Nov. 27, 1873; Yale University School of Medicine, 
New Haven, 1894; clinical professor emeritus of sur- 
gery at his alma mater, where he joined the faculty in 
1896; served overseas during World War I and was 
awarded the Distinguished Service Medal; honored 
three times by King Emmanuel of Italy in recognition 
of his high standing in the medical profession and for 
his services to former Italian soldiers in the interest of 
humanity; formerly a member of the school board, of 
which he served as president for one term; member of 
the founders group of the American Board of Sur- 
gery; member and at one time vice-president of the 
American Surgical Association; fellow of the Inter- 
national Society of Surgery, International College of 
Surgeons, and the American College of Surgeons; 
past-president of the Connecticut State Medical So- 
ciety; served on the staffs of Hospital of Raphael and 
New Haven Hospital in New Haven, St. Vincent's 
Hospital in Bridgeport, St. Mary’s Hospital in Water- 
bury, Middlesex Hospital in Middletown, Grace Hos- 
pital in New Haven, and the Griffin Hospital in Derby; 
in 1940 awarded the Gold Medal by the New Haven 
Advertising Club; a trustee of the Connecticut Savings 
Bank; died April 21, aged 83. 


Hoffman, Jay Louis, Washington, D. C.; born in Phila- 
delphia Oct. 10, 1909; University of Pennsylvania 
School of Medicine, Philadelphia, 1934; associate 
clinical professor of psychiatry, George Washington 
University School of Medicine; specialist certified by 
the American Board of Psychiatry and Neurology; 
fellow of the American Psychiatric Association; mem- 
ber of Alpha Omega Alpha, Boston Psychoanalytic 
Society, and of the Washington Psychiatric Society; 
past-president of St. Elizabeths Medical Society; dur- 
ing World War II served overseas three years, mostly 
in England, where he was commanding officer of an 
Army psychiatric hospital; served as chief of profes- 
sional services, Veterans Administration Hospital, 
Bedford, Mass.; instrumental in setting up a plan for 
extensive research in psychiatry at St. Elizabeths Hos- 
pital in cooperation with the National Institute of 
Mental Health, where he served as a consultant; mem- 
ber of the staff from 1936 to 1942, St. Elizabeths 
Hospital, where he served an internship and where 
he died May 4, aged 47, of coronary thrombosis. 

Stokes, William Herman ® Lake City, Mich.; born in 
British East India, July 17, 1894; University of Mich- 
igan Medical School, Ann Arbor, 1922; specialist certi- 
fied by the American Board of Ophthalmology; senior 
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instructor in ophthalmology at his alma mater from 
1923 to 1925; at one time professor and chairman, 
department of ophthalmology, University of Nebraska 
College of Medicine, where he was appointed asso- 
ciate professor of ophthalmology in 1930; in 1925 be- 
came ophthalmologist for the Dallas Medical and 
Surgical Clinic in Dallas, Texas; served with the 
American Expeditionary Force during World War 1; 
member of the American Academy of Ophthalmology 
and Otolaryngology, American Ophthalmological So- 
ciety, and the Association for Research in Ophthal- 
mology; fellow of the International College of Sur- 
geons and the American College of Surgeons; asso- 
ciated with the Mercy Hospital in Cadillac; served 
on the staffs of the Nebraska Methodist and Bishop 
Clarkson Memorial hospitals, Omaha, died April 8, 
aged 62, of coronary disease. 


Brennan, Thomas Matthew * Brooklyn; born in 
1884; Long Island College Hospital, Brooklyn, 1906; 
clinical professor emeritus of surgery, State University 
of New York College of Medicine, New York City; 
member of the House of Delegates of the American 
Medical Association from 1933 to 1951; member of 
the founders group of the American Board of Surgery; 
fellow of the American College of Surgeons; past-presi- 
dent of the Medical Society of the County of Kings 
and the Brooklyn Surgical Society; served as chairman 
of the board of directors of the Medical Society of 
the State of New York; member of the New York 
Academy of Medicine; associated with St. Peter's, 
St. Mary’s, Swedish, and Victory Memorial hospitals 
in Brooklyn, St. Anthony’s Hospital, Woodhaven, and 
the Southampton (N. Y.) Hospital; made a Knight of 
St. Gregory in November, 1944, by Pope Pius XII; 
recipient of honorary doctor of laws degrees from 
St. John’s University and St. Francis College; died 
April 11, aged 72. 


Johnson, Elmer Bernard, Captain, M. C., U. S. Navy; 
born in Topeka, Kan., July 19, 1910; University of 
Nebraska College of Medicine, 1938; entered the naval 
service as a lieutenant (jg) in the medical corps of the 
Naval Reserve on May 9, 1941; ordered to the U. S. 
Naval Hospital, Brooklyn, for active duty on June 24, 
1941; designated a Naval flight surgeon effective Dec. 
21, 1943; released to inactive duty on Sept. 26, 1945; 
requested recall to active duty and was ordered to 
report to the Naval Air Station, Floyd Bennett Field, 
Brooklyn, as medical officer stationkeeper, reporting 
on Feb. 15, 1947; accepted his appointment in the 
medical corps of the regular Navy in January, 1948; 
while attached to the USS Shangri-La (CVA-38) died 
in a plane crash in the Pacific Ocean off Japan, April 
27, aged 46. 

Powell, William Aden, Colonel, U. S. Army, retired, 
E] Cerrito, Calif.; born Nov. 30, 1877; Atlanta College 
of Physicians and Surgeons, 1900; Army Medical 
School, 1903; Medical Field Service School, 1921; 
entered the regular Army in 1902; veteran of World 
War I; rose through the various grades to that of 
colonel May 15, 1917; retired Feb. 17, 1920; returned 
to active duty from Jan. 1, 1921, to March 19, 1921, 
and from May 9, 1921; retired under a special act of 
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Congress June 21, 1930; relieved from active duty Aug. 
15, 1932; served on the faculty of the University of 
Oregon School of Medicine in Portland and the Uni- 
versity of California School of Medicine in San Fran- 
cisco; retired in 1949 as Contra Costa County health 
officer; died in Cottonwood, Ariz., March 29, aged 79, 
of myocardial infarction. 


Sweet, Joshua Edwin, Unadilla, N. Y.; born in Unadilla 
Aug. 9, 1876; Hessische Ludwigs—Universitat Medi- 
zinische Fakultat, Giessen, Hesse, Germany, 1901; 
emeritus professor of experimental surgery at Cornell 
University Medical College in New York City; at one 
time on the faculty of the University of Pennsylvania 
School of Medicine in Philadelphia; veteran of World 
War I, serving as a consultant to the American Ex- 
peditionary Force; an associate member of the Amer- 
ican Medical Association; member of the American 
Society for Experimental Pathology, Harvey Society, 
American Physiological Society, New York Academy 
of Medicine, and other societies; fellow of the Amer- 
ican College of Surgeons; honorary chairman of the 
hoard, The Hospital in Sidney; died in Bainbridge 
April 8, aged 80, of cerebral thrombosis. 


Czaja. Leo Matthew ® Chicago; born July 21, 1889; 
College of Physicians and Surgeons of Chicago, School 
of Medicine of the University of Illinois, 1911; during 
World War I served as a captain in the medical corps 
of the U. S. Army in France and earlier with the 
American Red Cross in Serbia; the Serbian govern- 
ment decorated him for his work in that country; 
member of the Clinical Orthopaedic Society and the 
American Academy of Orthopaedic Surgeons; fellow 
of the American College of Surgeons; resigned Jan. 7, 
1918. as general superintendent of the City of Chicago 
Municipal Tuberculosis Sanitarium, after serving 12 
vears; for many years on the staff of St. Mary of 
Nazareth Hospital, where he died May 8, aged 67, 
of hypertensive cardiovascular disease. 


Lancaster, William Jesse © Tampa, Fla.; born in Flo- 
villa, Ga., June 20, 1888; Atlanta School of Medicine, 
1911; member of the Southeastern Surgical Congress, 
American Association for the Surgery of Trauma, and 
the American Academy of General Practice; veteran 
of World War I; at one time associated with the U. S. 
Public Health Service; in 1934 appointed chief sur- 
geon, medical director, and superintendent of the 
relief department of the Atlantic Coast Line Railroad 
with headquarters in Wilmington, N. C., resigning in 
1942; received the certificate of merit from the King 
of Spain for his work in the Centro Asturiano hospitals 
in Tampa and Havana, Cuba; served on the staff of 
St. Joseph’s Hospital; died April 26, aged 68, of car- 
cinoma of the liver. 


Hawthorne, Julian ® Rye, N. Y.; born in Pineapple, 
Ala., Sept. 14, 1896; Tulane University School of 
Medicine, New Orleans, 1920; member of the Con- 
necticut State Medical Society; specialist certified by 
the American Board of Obstetrics and Gynecology; 
fellow of the American College of Surgeons; served 
on the faculty of his alma mater and at Yale in New 
Haven, Conn.; from 1925 to 1937 attending surgeon 
in the department of obstetrics and gynecology at the 
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New York Polyclinic Medical School and Hospita! in 
New York City; associated with the United Hospital, 
Port Chester, and Greenwich (Conn.) Hospital; died 
April 30, aged 60, of hypertension and arteriosclerotic 
heart disease. 


Kennedy, James William, Junction City, Kan.; bom 
Sept. 11, 1869; Jefferson Medical College of Philadel. 
phia, 1899; member of the Medical Society of the 
State of Pennsylvania; member and in 1936 president 
of the American Association of Obstetricians and 
Gynecologists; an associate member of the American 
Medical Association; fellow of the American College 
of Surgeons; for many years chief surgeon at the 
Joseph Price Memorial Hospital in Philadelphia, 
where he practiced until his retirement; served on the 
staffs of the Coatesville (Pa.) Hospital, and Chambers- 
burg (Pa.) Hospital; author of “Practical Surgery of 
the Abdominal and Pelvic Regions”; died April 22, 
aged 87, following a heart attack. 


Siegel, Francis Xavier ® Cincinnati; born in Spring- 
field, Ohio, Oct. 12, 1881; Miami Medical College, 
Cincinnati, 1907; specialist certified by the American 
Board of Ophthalmology; member of the American 
Academy of Ophthalmology and Otolaryngology and 
the Cincinnati Academy of Medicine; fellow of the 
American College of Surgeons and the International 
College of Surgeons; in 1951 was made a Knight Com- 
mander of St. Gregory, Papal honor; consultant, 
Deaconess Hospital; member and past-president of 
the staff, St. Mary Hospital; on the staffs of the Good 
Samaritan Hospital and St. Francis Hospital, where 
he died April 10, aged 75, of carcinoma of the pan- 
creas with metastases. 


Lawder, Homer Lee ® Champaign, IIl.; born in Rock- 
wood, Ill., Jan. 25, 1901; University of Illinois College 
of Medicine, Chicago, 1934; professor of hygiene and 
medical adviser in the health service, University of 
Illinois; at one time practiced in Chester, where he 
was president of the board of education and in Jersey- 
ville, where he was president of the board of educa- 
tion of Jersey Township High School; veteran of 
World War II; on naval duty from September, 1954, 
through September, 1956, and served as recruiting 
officer in Chicago; died in the Carle Memorial Hos- 
pital, Urbana, April 12, aged 56, of ventricular fibrilla- 
tion and myocardial infarction. 


Van Osdol, Harry Allen ® Indianapolis; born June 24, 
1880; Indiana University School of Medicine, In- 
dianapolis, 1909; associate professor emeritus of oto- 
rhinolaryngology at his alma mater; specialist certi- 
fied by the American Board of Otolaryngology; 
veteran of World War I; member of the American 
Academy of Ophthalmology and Otolaryngology; fel- 
low of the American College of Surgeons; past-presi- 
dent of the Marion County Medical Society; served 
as a member of the staffs of General, St. Vincent’, 
and Methodist hospitals; died at Carmel, Ind., April 
10, aged 76, of coronary occlusion. 

Sewall, Edward Cecil, Stanford, Calif.; Cooper 
Medical College, San Francisco, 1902; clinical 
professor of surgery emeritus, Stanford University 
School of Medicine; an associate member of the 
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American Medical Association; specialist certified by 
the American Board of Otolaryngology; member of 
the American Academy of Ophthalmology and 
Otolaryngology, American Laryngological Associa- 
tion, and the American Laryngological, Rhinological 
and Otological Association; died April 10, aged 81, 
of cancer. 

Watts, Henry Fowler Ransford * Wellesley Hills, 
Mass.; born Nov. 29, 1869; Harvard Medical School, 
Boston, 1894; veteran of World War I; past-president 
of the Norfolk District Medical Society; at one time 
on the faculty of Tufts College Medical School in 
Boston, where early in his career he was medical in- 
spector of the schools, medical inspector for the health 
department for many years, and later health commis- 
sioner; served as physician-in-chief of the conva- 
lescent home of Boston City Hospital; died April 15, 
aged 87, of congestive heart failure. 

Wilkinson, Benjamin Arthur * Tallahassee, Fla.; Uni- 
versity of Georgia Medical Department, Augusta, 
1924; member of the American Trudeau Society and 
the American Academy of General Practice; served 
as secretary of the Leon—Gadsden-Liberty—Wakulla- 
Jefferson Counties Medical Society; veteran of World 
War I; at one time college physician for the Florida 
State College for Women; on the staff of the Talla- 
hassee Memorial Hospital; died in Baptist Hospital, 
Pensacola, April 12, aged 60. 

Adams, Charles Samuel * St. John, Kan.; Medical 
Department of Grant University, Chattanooga, Tenn., 
1902; served as county health officer; until his retire- 
ment associated with St. John Veterans Memorial 
Hospital; died in St. Joseph Hospital, Larned, April 21, 
aged 81, of coronary thrombosis. 


Bass, Ernest * New York City; Magyar Kiralyi 
Pazmany Petrus Tudomanyegyetem Orvosi Fakultasa, 
Budapest, Hungary, 1924; veteran of World War II; 
died in the Veterans Administration Hospital April 6, 
aged 56, of glioblastoma. 


Beall, Frank Cooke * Fort Worth, Texas; Johns 
Hopkins University School of Medicine, Baltimore, 
1906; fellow of the American College of Surgeons; 
died Feb. 25, aged 76, of cancer. 


Bieber, Marie Anna ® Phoenicia, N. Y.; Albert 
Ludwigs—Universitat Medizinische Fakultat, Frei- 
burg, Baden, Germany, 1906; served on the staffs 
of the Kingston (N. Y.) Hospital and the Margaret- 
ville (N. Y.) Hospital; died May 5, aged 73, of lung 
cancer, 

Bland, William Marshall, Portsmouth, Va.; George 
Washington University School of Medicine, Wash- 
ington, D. C., 1920; formerly on the faculty of his 
alma mater; veteran of World War I; at one time 
associated with the Veterans Administration; died in 
the Maryview Hospital April 23, aged 62, of hyper- 
tensive heart disease. 

Booth, Benson Walker, Shorter, Ala.; Medical College 
of Alabama, Mobile, 1906; member of the Medical 
Association of the State of Alabama; on the staff of 
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the Macon County Hospital, Tuskegee, where he 
died March 30, aged 74, of carcinoma of the head 
of pancreas. 

Buchanan, Hiram Malcolm, Watertown, N. Y.; Queen's 
University Faculty of Medicine, Kingston, Ontario, 
Canada, 1889; an associate member of the American 
Medical Association; died in the House of the Good 
Samaritan April 8, aged 91. 

Buchman, Moses Robert * Scarsdale, N. Y., Columbia 
University College of Physicians and Surgeons, New 
York City, 1926; certified by the National Board of 
Medical Examiners; specialist certified by the Ameri- 
can Board of Pediatrics; veteran of World War I 
and awarded the Bronze Star; associated with Grass- 
lands Hospital in Valhalla and White Plains (N. Y.) 
Hospital; died April 16, aged 57, of a heart attack. 
Cerf, Alvin Edgar * Daly City, Calif.; College of 
Physicians and Surgeons of San Francisco, 1904; 
member of the American Urological Association; past 
vice-president of the state board of medical examiners, 
of which he was appointed a member in 1940; for 
many years associated with the French Hospital in 
San Francisco, where he died April 21, aged 76, of 
hypertensive cardiovascular disease. 

Chambers, Houston Carlisle * Rayville, La.; Medical 
College of Alabama, Mobile, 1911; veteran of World 
War I; past-president of the Rayville Kiwanis Club; 
died March 30, aged 65, of coronary occlusion. 
Clark, Colin Reed, Youngstown, Ohio; University of 
Pennsylvania Department of Medicine, Philadelphia, 
1895; member of the Ohio State Medical Association; 
past-president of the Mahoning County Medical 
Society; specialist certified by the American Board of 
Internal Medicine; fellow of the American College of 
Physicians; veteran of World War I; associated with 
the Youngstown Hospital, North Side Unit; died 
April 23, aged 87, of bronchopneumonia. 

Cochran, James Daniel * Newton, N. C.; University 
of Maryland School of Medicine, Baltimore, 1912; 
on the staff of the Catawba General Hospital; died in 
Morgantown April 20, aged 73, of myocardial infare- 
tion. 

Cooper, George Robert, Dallas, Texas; Eclectic 
Medical Institute, Cincinnati, 1906; died Jan. 26, 
aged 79, of adenocarcinoma of the sigmoid. 


Crozier, Galen Greenfield, Middletown, Ohio; Uni- 
versity of Michigan Department of Medicine and 
Surgery, Ann Arbor, 1899; an ordained Baptist 
minister; medical missionary for the Baptist Church 
in India for many years; died April 18, aged 89. 

Culter, Earl Mitchell ® Cincinnati, Ohio; Miami 
Medical College, Cincinnati, 1909; veteran of World 
War I; member of the American Academy of General 


Practice; associated with Good Samaritan Hospital, 
where he died April 23, aged 70. 


de Beck, Violet ® New York City; Long Island Col- 
lege of Medicine, Brooklyn, 1931; died in Carmel, 
N. Y., Jan. 25, aged 58, of pulmonary embolus. 
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DeMuth, Lillian, New York City; University and 
Bellevue Hospital Medical College, New York City, 
1929; member of the Medical Society of the State of 
New York; on the staff of Bellevue Hospital Center; 
died May 6, aged 65, of coronary occlusion and 
arteriosclerosis. 


Dennis, Wilfred Sidney * Denver; Jefferson Medical 
College of Philadelphia, 1915; served on the faculty 
of the University of Colorado School of Medicine; 
specialist certified by the American Board of Internal 
Medicine; past-president of the Denver Medical 
Society; fellow of the American College of Physicians; 
veteran of World War I; associated with Mercy and 
Beth Israel hospitals, and St. Joseph’s Hospital, where 
he died April 20, aged 67, of carcinoma of the lung. 


Dumond, Walter Leonard, Detroit; Detroit College 
of Medicine and Surgery, 1920; service member of 
the American Medical Association; associated with the 
Veterans Administration; died in St. John Hospital 
March 30, aged 61, of subdural hematoma and 
coronary occlusion. 


Eaton, William Hammond, Bakersfield, Calif.; State 
University of Iowa College of Medicine, Iowa City. 
1902; an associate member of the American Medical 
Association; at one time health officer of Santa 
Barbara; died April 11, aged 79, of bronchogenic 
carcinoma. 


Ellison, John Roland Jr. ® Suffolk, Va.; Medical 
College of Virginia, Richmond, 1927; past-member 
of the school board; member of the Seaboard Medical 
Association; on the staff of the Louise Obici Memorial 
Hospital; accidentally drowned in Lake Drummond 
April 6, aged 52. 


Esposito, Joseph Vincent, Honolulu, Hawaii; Jefferson 
Medical College of Philadelphia, 1912; also a lawyer; 
died May 5, aged 67, of cancer. 


Evans, Andrew Browne * Washington, D. C.; George- 
town University School of Medicine, Washington, 
1922; member of the American Psychoanalytic Associa- 
tion and the American Psychiatric Association; served 
on the staff of St. Elizabeths Hospital; trustee of the 
William Alanson White Psychiatric Foundation; died 
April 23, aged 68, of acute coronary thrombosis. 


Favorini, Attilio, New York City; Eclectic Medical 
College of the City of New York, 1909; died in the 
Roosevelt Hospital April 25, aged 71, of cerebral 
vascular accidents and arteriosclerosis. 


Finch, George Hiram * Des Moines, Iowa; University 
of Louisville (Ky.) School of Medicine, 1924; member 
of the American College of Cardiology; died April 29, 
aged 61. 


Freundlich, Martin ® Chicago; Medical College of 
Virginia, Richmond, 1945; served in the medical corps, 
Army of the United States; on the staffs of the Bethany 
Sanitarium and Hospital and the Women and Chil- 
dren’s Hospital; died May 14, aged 34, of coronary 
thrombosis. 

Friend, Leopold Joseph ® Whitefish Bay, Wis.; 
Milwaukee Medical College, 1905; died April 14, 
aged 84, of heart disease. 
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Graham, Robert Lee ® Topeka, Kan.; Johns Hopkins 
University School of Medicine, Baltimore, 1937. 
served on the staffs of the Topeka State Hospital and 
the Veterans Administration Hospital; died March 2]. 
aged 48. 


Gray, Oscar A., Flemingsbury, Ky.; Louisville (Ky, 
Medical College, 1907; member of the Kentucky State 
Medical Association; served on the staff of the Hays. 
wood Hospital, Maysville; died in St. Joseph Hospital, 
Lexington, April 24, aged 76, of coronary occlusion. 


Gribble, Bert Guy, Los Angeles; Kentucky School of 
Medicine, Louisville, 1906; for many years associated 
with the county health department; died April 28. 
aged 77. 

Haasl, Henry William ® Peshtigo, Wis.; Marquette 
University School of Medicine, Milwaukee, 1930, 
died April 11, aged 56. 


Hand, George J., Alliance, Neb.; State University of 
Iowa College of Homeopathic Medicine, Iowa City. 
1904; an associate member of the American Medical 
Association; on the staff of St. Joseph Hospital, where 
he died April 11, aged 81, of arteriosclerosis. 


Sanger, Walter Bailey ® Tulsa, Okla.; University of 
Oklahoma School of Medicine, Oklahoma City, 1935, 
vice-president of the Tulsa County Medical Society; 
served as president of the Tulsa Obstetrical and 
Gynecological Society; past-president of the Ottawa 
County Medical Society; served in the U. S. Naval 
Reserve; on the staffs of St. John’s and Hillcrest hos- 
pitals; died April 12, aged 45, of myocardial infarction. 


Scheer, Henry Isaac ® New York City; University and 
Bellevue Hospital Medical College, New York City. 
1920; fellow of the International College of Surgeons; 
on the faculty of the New York University Post- 
Graduate Medical School; on the staffs of the Flower 
and Fifth Avenue Hospital and the Morrisania Hos- 
pital, where he died March 31, aged 64, of lympho- 
sarcoma. 


Schirmer, Adelbert Ferdinand ® Orlando, Fla.; Tufts 
College Medical School, Boston, 1939; certified by 
the National Board of Medical Examiners; member o! 
the American Society of Anesthesiologists; served dur- 
ing World War II; on the staff of Orange Memorial 
Hospital; died April 4, aged 51, of asphyxiation. 
Schlueter, Reinhold Claus ® Chicago; Northwestern 
University Medical School, Chicago, 1910; member 
and past-president of the staff at the Evangelical 
Hospital, where he died April 23, aged 72, of carci- 
noma of the stomach. 

Shelly, Harcus Gerald, Wichita, Kan.; College 0! 
Physicians and Surgeons of Chicago, School ol 
Medicine of the University of Illinois, 1906; served 
overseas during World War I; for many years on the 
staff of the Veterans Administration Hospital, where 
he died March 29, aged 75, of cerebral hemorrhage. 
Shepherd, Hovey Learned, Riverside, Calif.; Boston 
University School of Medicine, 1895; died March 1}. 
aged 86, of bronchopneumonia. 

Shippey, Roderick Hoffman, Long Beach, Calif. 
St. Louis University School of Medicine, 196; 
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decorated for heroism in France during World War 1; 
for many years on the staff of the Seaside Memorial 
Hospital; died April 6, aged 77. 


Shoun, James Garfield ® Canon City, Colo.; Ten- 
nessee Medical College, Knoxville, Tenn., 1908; on 
the board of directors of the Fremont County National 
Bank; president of the medical staff, St. Thomas 
More Hospital, where he died March 23, aged 75, 
of coronary thrombosis. 


Siegel, Abraham Morris, Chicago; Northwestern Uni- 
versity Medical School, Chicago, 1913; died in the 
Michael Reese Hospital Feb. 10, aged 70. 


Sinkey, Richard Eugene ® Toledo, Ohio; University 
of Michigan Department of Medicine and Surgery, 
Ann Arbor, 1911; veteran of World War I; during 
World War IT a medical examiner for Selective Serv- 
ice and head of the East Toledo medical corps for 
civilian defense; on the staffs of Mercy and St. Charles 
hospitals; died April 15, aged 70, of arteriosclerotic 
heart disease and chronic nephritis. 


Slusher, Ernest Warren ® Kansas City, Mo.; Washing- 
ton University School of Medicine, St. Louis, 1897; 
veteran of the Spanish American War; a medical 
officer in France during World War I, receiving the 
Distinguished Service Cross and the Croix de Guerre 
with palmes for maintaining an aid station on the 
front lines; died in the Trinity Lutheran Hospital 
March 27, aged 82. 


Smith, Amos Clark ® Elberton, Ga.; Tennessee Med- 
ical College, Knoxville, 1893; on the staff of the Elber- 
ton-Elbert County Hospital; died March 29, aged 83, 
of cardiovascular disease. 


Smith, Andrew Jackson ® St. Joseph, Mo.; Ensworth 
Medical College, St. Joseph, 1910; on the staffs of St. 
loseph’s Hospital and Missouri Methodist Hospital, 
where he died March 29, aged 72, of ruptured 
aneurysm of the abdominal aorta. 


Smith, James Robert, Erie, Pa.; Medico—Chirurgical 
College of Philadelphia, 1904; veteran of World 
War I; served as city health officer; past-president 
and vice-president of the Pennsylvania Public Health 
Association and associate member of the American 
Medical Association; died in the Veterans Administra- 
tion Hospital March 26, aged 78. 


Smith, Joseph Henry ® Memphis, Tenn.; Memphis 
Hospital Medical College, 1909; member of the 
American Urological Association; died March 29, 
aged 72. 


Smith, William Daniel ® Everett, Wash.; Wisconsin 
College of Physicians and Surgeons, Milwaukee, 1904; 
city health officer from 1942 to 1946; member of the 
Selective Service Board during World War II; served 
as physician for the Chicago, Milwaukee and St. Paul 
Railroad; in 1954 named an honorary staff member of 
the Providence Hospital, where he died April 1, aged 
(5, of chronic valvular heart disease and cerebral 
hemorrhage. 


Sobierajski, Chester John ® Chicago; Chicago Medical 
School, 1930; a staff member of St. Mary’s Hospital; 
died May 2, aged 53, of coronary disease. 
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Steinfeldt, Charles Rudolph Ernest * Miami, Fla.; 
Northwestern University Medical School, Chicago, 
1920; member of the Illinois State Medical Society; 
retired from the Veteran Administration Oct. 21, 1950: 
died in the Jackson Memorial Hospital March 12, aged 


_73, of carcinoma of the liver and pancreas. 


Studebaker, John Franklin, La Verne, Calif.. the 
Hahnemann Medical College and Hospital, Chicago, 
1906; College of Physicians and Surgeons of Chicago, 
School of Medicine of the University of Illinois, 1908, 
died April 2, aged 82. 


Summers, William Boyd Jr. * Denver, Colo.; Tulane 
University School of Medicine, New Orleans, 1932, 
veteran of World War II; died March 31, aged 55. 


Vicary, William Henry * Albuquerque, N. Mex.; Uni- 
versity of Michigan Medical School, Ann Arbor, 1935; 
served during World War II; at one time associated 
with the Veterans Administration; died in the Naza- 
reth Sanatorium; died April 3, aged 47, of cancer of 
the urinary bladder. 


Warne, George H. * Tipton, Ind.; Indiana Medical 
College, School of Medicine of Purdue University, 
Indianapolis, 1906; for many years in the U. S. Con- 
stabulary Medical Corps in the Philippine Islands; 
medical examiner and surgeon for the Nickel Plate 
Railroad; member of the staff at Mercy Hospital in 
Elwood and of Tipton Memorial Hospital; died in the 
Robert W. Long Hospital, Indianapolis, April 5, aged 
76, of carcinoma of the sinus. 


Webb, Miles Leonard * Aurora, Colo.; Kansas City 
(Mo.) University of Physicians and Surgeons, 1927; 
died Feb. 6, aged 58, of acute myocardial infarction 
due to arteriosclerotic heart disease. 

Wharton, John Cambridge, Fort Lauderdale, Fla.; 
New York University Medical College, New York City, 
1896; died Feb. 1, aged 86, of arteriosclerotic heart 
disease and general arteriosclerosis. 

Wharton, Louis Earl * Akron, Ohio; Jefferson Medical 
College of Philadelphia, 1920; died March 28, aged 66, 
of cardiac arrest. 


Wiener, Josef K., Kew Gardens, N. Y.; Julius—Maxi- 
milians—Universitat Medizinische Fakultat, Wiirzburg, 
Bavaria, Germany, 1906; an associate member of the 
American Medical Association; died April 5, aged 74. 
Young, Henry Clay * Bloomfield, lowa; Keokuk (Iowa) 
Medical College, 1891; also a dentist; for many years 
secretary of the Davis County Medical Society; served 
as a member of the city council, board of education, 
and county coroner; until recently a member of the 
county insanity commission; on the staff of the Davis 
County Hospital; died April 9, aged 87. 

Yuter, Daniel, Alexandria, Va.; University of Virginia 
Department of Medicine, Charlottesville, 1941; mem- 
ber of the American Academy of General Practice; 
veteran of World War II; died April 13, aged 42, of 
coronary occlusion. 

Zachary, Joseph D. ® Gray, Ga.; Hospital Medical 
College, Eclectic, Atlanta, 1911; died in Macon (Ga.) 
Hospital April 6, aged 74, of coronary thrombosis and 
arteriosclerosis. 
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Measurements of Blood Perfusion in Marrow.—At the 
meeting of the Society for Internal Medicine in Feb- 
ruary, H. Braunsteiner and G. Grabner reported on 
the method of continued measurement of blood per- 
fusion in the sternal marrow. After the usual puncture 
of the bone marrow, a sound is pushed forward, 
through the lumen of the sternal puncture needle, so 
that an electrical resistance, moderately heated and 
fixed to the tip, is projected into the marrow. The cool- 
ing of the head of the sound (that can easily be con- 
tinuously recorded with the aid of a Wheatstone 
bridge) depends on the amount of the passing blood 
flow. The blood perfusion of the bony marrow during 
rest (the index of which is the measured amount of 
heat conducted) appeared, in a total of 25 measure- 
ments, to show certain characteristic differences be- 
tween various groups of diseases. Another application 
of this method is the continued optical recording of 
changes in the blood perfusion in the marrow. Changes 
in the behavior of the blood perfusion in patients 
treated with epinephrine or levarterenol bitartrate, 
respectively, were shown to confirm this method. 
Changes in the behavior of the peripheral leukocytes 
after treatment with these two drugs were analogous. 


Homograft of the Skin.—At the meeting of the Vienna 
Medical Society, on May 10, W. Wittels said that, 
despite intensive research, a permanent healing of 
homografts of the skin occurs only under very special 
conditions, such as in monozygotic twins or in pa- 
tients with congenital agammaglobulinemia. Tempor- 
arily healed homografts are particularly important, 
in the clinical and practical sense, for the treatment of 
most extensive deep burns. The speaker reported a 
series of nine patients who received homografts for 
severe burns; eight of the patients survived. By im- 
proving the patient’s general condition, even if only 
temporarily, such grafts may save life. K. Burian said 
that homografts have been used at the Second 
Otorhinolaryngological Clinic for over three years to 
line operative cavities in the ear. The operative cavity 
is covered with the cutaneous flap for a more rapid 
epithelization, and the destroyed tympanium is re- 
placed by a cutaneous flap. Skin specimens stored in 
Tyrode’s solution at a temperature of 4 C are pre- 
ferred. These dead and biologically inactive cutaneous 
specimens are often better tolerated than fresh grafts 
and do not cause any inflammatory reactions. In 
comparing these grafts with previously used autog- 
enous grafts, no difference in the healing process 
was observed nor was a sloughing of the homograft 
seen. This is due to the fact that the disintegration of 
these relatively small pieces of skin occurs simultane- 
ously with the growing of the connective tissue through 
the adjacent area. In conclusion, Wittels said that the 


The items in these letters are contributed by regular corre- 
spondents in the various foreign countries. 


homografts used at the clinic are refrigerated for 24 
hours at a temperature of 4 C. The optimal time for 
grafting is when the wound is granulating and free 
from necrosis—usually after two to four weeks. 


Prevention and Treatment of Arteriosclerosis.—At the 
same meeting, H. Siedeck said that arteriosclerosis in 
experimental animals does not correspond to that in 
human beings and that natural sclerosis in chickens, 
parrots, and rats cannot serve for comparative studies 
because of the differences in metabolism. The most 
significant causative factors in the development of 
arteriosclerosis are heredity; metabolic disorders; in- 
flammatory and hypoxic vascular lesions; deficiencies 
of vitamins A, B,, Bs, Bis, C, E, and P; formation of 
thrombi, including those in the arterial vascular wall, 
and mechanical overload due to hypertension or neuro- 
circulatory dystonia. The development of the effect of 
arteriosclerosis is caused by injuries to the intima, 
formation and invasion of large molecular lipoproteins, 
deposits of lipoid films on the border surfaces, and 
changes of coagulation of the blood by lipemia. 

The speaker investigated the fat metabolism of 
subjects given cardiokinetic muscle extract (Lacarnol), 
Carnigen, muscle extract (Embran), protein-free ex- 
tract from total animal heart (Recosen), a pentnucleo- 
tide (Nucleoton), and adenosinetriphosphate for 
prolonged periods and in short experiments with fat 
overload. Most of these substances influence the dis- 
turbed fat metabolism in patients with arteriosclerosis. 
The postulates for general measures against the 
development of arteriosclerosis are: 1. The diet should 
be poor in fat (especially animal fat) and cholesterol 
but rich in vitamin A, B,, By, B,», C, E, and P and 
should have a caloric value sufficient to meet the 
patient’s requirements. 2. Measures, such as avoidance 
of nicotine and removal of focal infections, should be 
taken for prevention of vascular lesions. Acute in- 
fection, rheumatic and allergic processes, neurocircu- 
latory dystonia, and hypertension, as factors which 
damage the vessels, cannot always be prevented. 

Persons who cannot or will not follow the general 
requirements for preventing arteriosclerosis should 
be treated prophylactically after the 50th year of life 
or even earlier if a disturbance of the fat metabolism 
is present. Organic extracts activating the circulation 
or nucleoside mixtures, respectively, were particularly 
recommended. They must be taken for years and do 
not produce side-effects. Injections of heparin sodium, 
sitosterols, vasodilators, and organic extracts are 
recommended only for patients with severe arteri0- 
sclerotic diseases such as coronary sclerosis, nephro- 
sclerosis, or hypertension. First, the disturbed fat 
metabolism should be improved by use of the above 
mentioned drugs in patients with obvious signs of 
arteriosclerosis but without any symptoms of disease, 
and then one should proceed as in prophylaxis. Pro- 
phylaxis with iodine should be considered only 
individual cases. It has not yet been possible to provide 
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definite proof that prophylaxis and therapy of arterio- 
sclerosis are effective, since proof cannot be obtained 
by animal experiments. 


Fracture of the Skull with Involvement of the Ear and 
Frontal Sinus.—At the meeting of the Vienna Medical 
Society, on May 17, E. Bauer said that the physician 
who treats lesions in the area of the head frequently 
requires the assistance of the otorhinologist. The 
sooner such teamwork is started, the greater the 
chances for good results. Three illustrative cases were 
reported. In the first, a fulminantly developing 
meningitis occurred seven weeks after a fracture of 
the frontal sinus. In the second, traumatic otitis fol- 
lowed by facial paralysis occurred after a fracture of 
the temporal bone. In the third, a fracture of the 
temporal bone was associated with loss of cerebro- 
spinal fluid from the ear and nose. Despite massive 
treatment with antibiotics, meningitis occurred. Late 
complications associated with injuries of the dura 
mater were observed and were cured by operation. 


Formation of Multinuclear Giant Ciliated Cells.—At 
the same meeting, Burian and Stockinger said that 
there were many reports on multinuclear giant cells 
with a well-developed ciliated edge which were ob- 
served in the regenerating ciliated epithelium of the 
nose of rats after superficial damage by a 10% solution 
of zine sulfate. These cells originate from ciliated cells 
with remarkably large nuclei by amitotic nuclear 
division and without subsequent plasma division. Most 
of these cells are wedge-shaped, the point lying 
toward the base. They have between 40 and 80 nuclei. 
The plasma is fairly homogeneous and in the hema- 
toxylin-eosin preparations, slightly oxyphilous. A light- 
refracting ciliated edge of a basal nodule is visible on 
the surface. Shedding occurs by vacuolation under 
the cells and by the accumulation of mucus. The 
simultaneous treatment of the damaged animals with 
cortisone or desoxycorticosterone acetate results only 
in a quantitative effect. Treatment with desoxycorti- 
costerone acetate leads to a marked increase and with 
cortisone to a decrease of the number of these cells 
compared with that of a normal animal. 


Deafness Caused by Noise.—At the same meeting, O. 
Novotny said that the incidence of hearing loss is in- 
creasing. This might depend on the constantly grow- 
ing rapidly intermittent traffic noises that reach intensi- 
ties up to 90 db. To prove this, careful examinations 
were made on 100 traffic policemen in Vienna. Thirty- 
six had to be excluded from a further follow-up, since 
their hearing loss could be traced to war-effects or 
industrial noises. The rest showed a high percentage 
of reduced hearing in the range of 2,048 and 4,096 
cycles per second, and a descending of the hearing 
curve for most low-pitched and most high-pitched 
sounds. Their hearing was below the average for their 
age and it decreased more rapidly during their service 
on the traffic squad than would be normally expected. 
To prevent hearing loss due to traffic noises, it is 
urged that greater control of noise produced by diesel 
engines and motor cars be devised, light signals be 
installed on street cars, and, if possible, surface lines 
be replaced by subways. 
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Circumscribed Tuberous Myxedema.—At the meeting 
of the Vienna Medical Society, on May 24, P. 
Wodniansky said that circumscribed tuberous myxe- 
dema and endogenous exophthalmos are considered 
two of the so-called myxedematous changes of the skin 
or mucosa. A case of dermatosis was presented which 
had occurred incidentally to a resection of the thyroid 
gland performed because of malignant exophthalmos 
associated with a doubtful hyperthyroidism. The 
speaker noted an unusual finding, an increased con- 
centration of the acid-soluble mucoproteins in the 
serum of this patient. H. Vetter said that not only has 
the pathogenesis of malignant exophthalmos and of 
pretibial myxedema never been completely explained 
but also the results of treatment are still unsatisfactory. 
The relatively best results were seen after roentgen 
irradiation of the retrobulbar area. 


Changes of Blood Pressure due to Environment.—At 
the same meeting, H. Scheid said that, in patients 
observed in the women’s ambulatory ward of the First 
Medical Clinic in Vienna, a general decrease of the 
average blood pressure, according to age, was ob- 
served in 1956 compared with that in 1951. This state- 
ment was statistically proved in a study of women 
with normal circulation as well as of patients with 
atypical condition as shown in the electrocardiogram. 
Similar differences were also observed in smaller 
groups of outpatients with internal diseases. Since the 
average blood pressure was essentially higher in 
normal persons in 1951, no difference was detected 
between the average blood pressure, according to age, 
in persons with normal circulation and that in persons 
with pathological conditions as shown in the electro- 
cardiogram. In 1956, there was a definite difference 
between the average blood pressure in healthy persons 
and that in persons with pathological conditions. The 
most plausible causes of this fact were the improved 
conditions of life in Austria during the last few years 
and the constantly increasing average of life expec- 
tancy which indicates better sanitary conditions among 
the total population. 

F. Briicke asked if it is possible that a greater con- 
sumption of meat and fat leads to a decrease instead 
of an increase in blood pressure. Scheid said that 
there is no doubt that a high-protein diet leads to an 
increased blood pressure, but if the changes of the 
yearly caloric intake per capita are estimated, an in- 
crease of only 7.1% results, since, although the con- 
sumption of high-calorie foods increased, that of 
low-calorie foods increased even more. At an average 
of consumption of 2,500 calories daily during 1951, 
the increase amounts to 177 calories (the number of 
calories contained in a roll). The speaker stressed the 
increased consumption of more expensive food rather 
than the increased caloric intake. 


DENMARK 


Dangers of Using Antibiotics.—Nordisk medicin for 
May 2 reports a discussion centered mainly about the 
chemoresistance of bacteria brought about by the in- 
discriminate use of antibiotics. Prof. K. A. Jensen said 
that, although resistant strains of micrococci (staphy- 
lococci) are found chiefly in hospitals, they might soon 
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become widespread in the general population. In a 
hospital department devoted to thoracic surgery, at 
one time preoperative, prophylactic doses of penicil- 
lin were given twice daily. All went well until 1951 
when the incidence of such complications as empyema 
due to penicillinase-producing micrococci rose. Strep- 
tomycin was substituted, but in the first months of 
1952 the incidence of these complications rose again 
because of the emergence of streptomycin-resistant 
strains. Chlortetracycline was tried, and effects were 
good for the first few months, after which, however, 
resistant strains gave rise to complications. It was 
suggested that the trouble might be met by increasing 
the dose of penicillin to 2 million units twice daily, 
but Jensen fears that this would lead to allergic reac- 
tions. Such reactions cannot be dismissed as being due 
to impurities. He believes that the problem of hos- 
pital epidemics due to resistant bacteria is so serious 
that every effort should be made to find an acceptable 
solution. Dr. Otto Mikkelsen stated that, in his hos- 
pital, it had been the rule at one time to give power- 
ful antibiotics as a preoperative measure for patients 
suffering from intestinal diseases, usually cancer. He 
has abandoned this procedure as the development of 
micrococcic infections rose to an alarming extent. A 
12-bed ward had to be evacuated because all its oc- 
cupants had developed boils or abscesses. Among the 
nonmedical staff of one hospital, 18 of the 43 persons 
questioned admitted to having had such infection as 
whitlows and furuncles. Dr. Mikkelsen advised the 
discontinuation of antibiotic treatment as soon as pos- 
sible after the patient’s temperature had fallen. 


Water-Borne Hepatitis—In Ugeskrift for leger for 
May 2, Dr. Otto Christiansen described an outbreak 
of hepatitis involving 41 campers shortly after they 
returned home from summer camp. The 135 members 
of this camp, mostly boys between the ages of 10 and 
12, were in four different teams in the summer of 
1956. The first three teams, each of which came from 
a different town, had a heavy toll of victims, whereas 
the fourth team had none. There was, therefore, an 
opportunity for checking on the various possible 
sources of infection. The milk and meat supply of the 
camp was exonerated from blame. Bathing could also 
be ruled out, because, while teams two, three, and 
four had bathed in an adjacent fjord, none of the 
members of team one had done so. The first three 
teams had a water supply from a neighboring well, 
whereas team four got its water from another source. 
The well in question proved to belong to a family 
one of whose members was suffering from hepatitis at 
the time. None of the 41 patients died of hepatitis, but 
several of them were in bed for three weeks or more, 
and 21 had to be admitted to hospital. Eighteen sec- 
ondary cases of hepatitis resulted from this camp 
outbreak. 


Tuberculosis in Greenland._Two recent reports in 
Ugeskrift for lager for April 4 by Drs. Stein, Groth- 
Petersen, and Helms show how widespread _tuber- 
culosis is in Greenland and how active are the 
measures now being taken to control it. The anti- 
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tuberculosis campaign in west and north Greenland 
was inaugurated in 1954 by the establishment of the 
Queen Ingrid Sanatorium and, in 1955, by a radio- 
graphic service started in a motorboat. The measures 
adopted have been so effective that only 8% of the 
population have not been examined. The search for 
tuberculosis in 1955 yielded 427 new cases—a mor- 
bidity 68 times higher than that of Denmark. In ad- 
dition to 408 persons with radiologic signs of possibly 
active tuberculosis, there were 2,008 with signs of 
inactive disease. Seventeen per cent of the Green- 
landers showed evidence of pulmonary tuberculosis. 
This percentage rises to 35 for Greenlanders over 35 
years of age. Adult women have a higher tuberculosis 
rate than adult men, and, for both sexes, tuberculosis 
continues to be primarily a disease of youth, whereas 
elsewhere in the Scandinavian countries there is a 
marked upward shift in the age incidence of the 
disease. 


INDIA 


Treatment of Tuberculosis with Tebafen.—N. M. Shah 
and co-workers (Ind. J. M. Sc. 11:4, 1957) state that the 
remarkable initial success of isoniazid in the treat- 
ment of tuberculosis was followed by observations 
that relapses frequently occurred after a few weeks or 
months of treatment and were due to the appearance 
of isoniazid-resistant tubercle bacilli. A combined 
therapy has since been preferred in the treatment of 
tuberculosis. Tebafen, a new antituberculous agent 
meant for combined therapy, has the following com- 
position: one tablet contains 10 mg. of nicotinaldehyde 
thiosemicarbazone and 40 mg. of isoniazid. Its use has 
been shown to delay the development of resistant 
tubercle bacilli. The authors gave this preparation to 
67 patients ranging in age from 20 to 45 years. They 
were hospitalized for an initial period of two months, 
after which treatment was continued at home and 
they were seen at regular intervals. On admission a 
detailed history, including the total amount of strep- 
tomycin, isoniazid, and aminosalicylic acid taken by 
the patient before coming to the hospital, was ob- 
tained. The patients were divided into three groups. 
Those in group 1 received Tebafen alone (100 mg. 
three times a day); those in group 2 were given strep- 
tomycin and Tebafen; and group 3 was a control group 
whose members had had the usual antituberculosis 
treatment outside for about two years. In addition to 
the taking of roentgenograms and an examination of 
the blood, a cephalin-cholesterol flocculation test was 
made, because the thiosemicarbazone component of 
the new preparation may damage the liver. Improve- 
ment was gauged by ascertaining gain in weight, 
symptomatic relief, sputum negativity, roentgenologic 
clearing of pulmonary lesions, and normalization of 
the sedimentation rate. Gain in weight was more 
marked in patients of group 2 than in those of group 
1. The sedimentation rate and sputum examination 
did not show significant difference in patients of 
groups 1 and 2. Roentgenologic improvement was 
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slightly better in patients of group 2 in that the time 
required to bring about the same degree of improve- 
ment was shorter with combined therapy. The ce- 
phalin-cholesterol flocculation test showed alteration 
in only two patients, thus suggesting some impairment 
of liver function. On the other hand, two patients had 
a positive flocculation test at the beginning of treat- 
ment that returned to normal after therapy. Some of 
the side-reactions noted were dizziness, vomiting, 
flushing, urticarial rash, diarrhea, abdominal disten- 
tion, and exacerbation of fever. The drug, however, 
appeared to have more toxic effect than isoniazid or 
streptomycin alone. 


Oxytetracycline in Premature Infants.—K. J. Vyas (In- 
dian Journal of Child Health, March, 1957) reported 
that even a minor infection in a premature infant is 
dangerous and that it may be missed in the examina- 
tion, as the pattern of disease at this age is different 
from that in adults. Every attempt should therefore 
be made to minimize infection during the neonatal 
period of the premature baby. The author studied the 
effect of oxytetracycline on the survival rate, gain in 
weight, and temperature charts of 50 premature in- 
fants. The drug was given in a dose of 25 mg. per 
kilogram of body weight in a single daily dose. It was 
started within a few hours after birth and continued 
till the 10th day. No other drugs or vitamins were 
given. The causes of prematurity in this series were 
twin pregnancy, maternal malnutrition and anemia, 
toxemia of pregnancy, maternal malnutrition asso- 
ciated with pulmonary tuberculosis, infectious hepa- 
titis, and syphilis. The period of gestation varied from 
six months to full term. The mortality rate was re- 
duced to 8% compared to 40% in the previous year, 
and 90% of those who died had a birth weight be- 
tween 1,360 and 2,140 Gm. (3 to 4.5 lb). Fifteen pa- 
tients had surpassed their birth weight by the 10th 
day. In nine patients, the weight was stationary. There 
was a remarkable steadiness in body temperature. 
Such complications as stomatitis, thrush, diarrhea, 
and constipation were noted. Only in two cases did 
the drug have to be stopped because of diarrhea. 


The All-India Ophthalmological Society.—The All- 
India Ophthalmological Society at a meeting in 
Bangalore passed two important resolutions. The first 
requested the government to upgrade the ophthalmo- 
logical departments of various institutions by adding 
modern equipment and by employing technical and 
research staff on a full-time basis. The second resolu- 
tion urged the government to establish a central in- 
stitute and ophthalmological research institutes in 
various towns under the second Five-Year Plan. 


Pharmacological Studies of Oxtriphylline.—D. J. Mehta 
and co-workers (Indian Journal Medical Sciences, 
April, 1957) stated that aminophylline has been used 
in the treatment of bronchial asthma, congestive car- 
diac failure, and angina pectoris. Gastrointestinal dis- 
turbances have been noted frequently when it is given 
orally. Oxtriphylline (choline theophyllinate), intro- 
duced later for the same therapeutic effects, does not 


FOREIGN LETTERS 1375 


seem to have these undesirable side-effects. The au- 
thors compared these two drugs as to their diuretic 
property and effect on blood pressure after parenteral 
administration in rats and dogs. They found that 
oxtriphylline was not absorbed more rapidly than 
aminophylline. The total five-hour excretion in rats 
after the administration of oxtriphylline was less than 
after aminophylline, the difference, however, being 
statistically insignificant. The authors suggested that 
oxtriphylline may be a safer theophylline derivative 
for intravenous administration. 


Cultivation of Medicinal Plants.—Progress in the culti- 
vation of medicinal plants such as Rauwolfia serpen- 
tina, Mentha piperita, camphor-yielding tulsi, and 
those yielding belladonna, ergot, datura, ipecac, digi- 
talis, and other drugs is satisfactory. Chemical investi- 
gation of these drugs at different stages in the plant 
growth is being carried on at the School of Tropical 
Medicine in Calcutta. A new compound from the roots 
of an ipecac-yielding plant has been obtained. If 
clinical tests prove successful, it will be possible to 
treat amebiasis with this drug effectively and eco- 
nomically. A factory has been established in Calcutta 
for manufacturing emetine hydrochloride and other 
derivatives of the ipecac-yielding plant. 


ISRAEL 


Sicklemia.—Five cases of sicklemia in an Arab family 
were reported by W. S. Moses and co-workers (Hare- 
fuah 51:264, 1956). A patient with sickle-cell trait is 
heterozygous for the sickling gene, and a patient with 
sicklemia is homozygous for this gene. No proved cases 
of sicklemia have been reported from Israel, although 
Dreyfuss found 9.9% sickling in a group of Yemenite 
Jews, a fact that was not substantiated in further 
studies. Complete hematological investigation of an 
Arab family, including blood electrophoresis and alka- 
li-denaturation determinations, led to this first report 
of authentic cases of sicklemia in Israel. The first case 
was a 6-month-old Arab infant admitted to the Poriah 
children’s department with signs of a severe acute 
hemolytic process. Blood studies demonstrated intra- 
vascular sickling with filamentous forms and a strongly 
positive sickling test. Electrophoresis of the blood 
showed an S hemoglobin pattern. Alkaline denatura- 
tion proved that 12.5% of the hemoglobin was fetal in 
type. During hospitalization the infant showed signs 
of what was probably an aplastic crisis related to a 
pulmonary infection. He was discharged from the 
hospital with a moderate anemia, but in good general 
condition. The second patient, the 2'2-year-old sister 
of the first patient, had a moderate anemia but was in 
good general condition. Sickling was present, and elec- 
trophoresis showed an S hemoglobin pattern. Alkaline- 
denaturation studies demonstrated the presence of 
9.5% fetal hemoglobin. Roentgenograms of the skele- 
ton showed the abnormal findings commonly found 
in sickle-cell anemia, though rarely seen at such an 
early age. One brother had died at the age of 8 months 
of an acute illness and severe hemorrhages, such as 
have been described in sicklemia. The father, mother, 
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and grandmother of both patients showed sickle-cell 
trait with typical A and S patterns, but the other mem- 
bers of the family whose blood was studied showed no 
evidence of S hemoglobin. Thus in a nonconsanguin- 
eous Arab family without Negroid features, the mar- 
riage of two persons with the sickle-cell trait produced 
two offspring with clinical signs and symptoms of 
sickle-cell anemia that varied in severity. This demon- 
strates that among the Arab population in Israel 
sicklemia occurs. 


Voluntary Health Insurance.—A_ resolution recom- 
mending the adoption of the family physician system 
was passed at the session of the sixth National Kupat 
Holim (Sick Labor Fund) Conference, which took 
place in Jerusalem in March. Kupat Holim, with its 
million members, is the country’s largest voluntary 
health insurance agency. The principal purpose of the 
new plan is to reestablish the personal doctor-patient 
relationship, which has been gradually lost in recent 
vears because of Kupat Holim’s tremendous growth in 
membership. The new plan is similar to that of the 
British National Health Service with its panel physi- 
cians, but, unlike the British plan, it remains voluntary. 
Under the recommended plan, each Kupat Holim 
member (and his family) will be able to choose a 
general practitioner and a pediatrician. These physi- 
cians may be called on for medical help at any time, 
including those hours not considered normal working 
ones. In order to ease the burden of the physicians, 
duty doctors will be appointed in certain areas to take 
night calls. The physicians will be paid a monthly 
wage in accordance with the number of patients they 
have registered with them. If a doctor treats more per- 
sons than the quota, he will be paid extra. 


Prevention of Chlorpromazine-Induced Jaundice.—An 
attempt to prevent chlorpromazine-induced jaundice 
was reported at the Congress of the Israel Medical 
Associzition in Jerusalem by F. Dreyfuss and co-work- 
ers, of the Hebrew University Hadassah Medical 
School and the Talbieh Psychiatric Hospital, Jerusa- 
lem. They assumed that the histological picture and 
biochemical findings pointing to intrahepatic obstruc- 
tion as the mechanism of this complication may be 
caused by inspissation of the bile and interference 
with its flow. They, therefore, gave to patients under- 
going chlorpromazine treatment a large additional 
amount of fluid during the course of administration of 
the drug. Whereas in the first 362 cases treated with 
chlorpromazine at the institution 16 cases of jaundice 
had appeared (4.4%), the number of cases dropped to 
2 in 588 (0.34%) so treated when the patients were 
given about 2.3 liters of sweetened tea or water in 
addition to their regular fluid intake. There was no 
difference between the two series as to the selection 
of cases and the chlorpromazine dosage. 


NORWAY 


Dermatitis Herpetiformis.—At the dermatological de- 
partment of the Riks Hospital in Oslo, special atten- 
tion was paid to a follow-up study of cases of dermatitis 
herpetiformis. The disease is relatively common in 
Norway, as attested to by the fact that, during the 
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1930-to-1955 period, the ratio of cases of this disease 
to all the other cases of skin disease in the Riks Hospi- 
tal was 1:80, whereas the corresponding ratio for the 
Mayo Clinic was 1:500 and that for the General In- 
firmary,. Leeds, England, was 1:800. In Tidsskrift for 
den norske legeforening for May 1, Dr. Berit Lange- 
land reported on a series of 100 consecutive cases (75 
men and 25 women) treated in the Riks Hospital. 
Only seven of the patients were under 20 years of 
age. Eight of the 85 patients who could be traced 
were found to have died, and 13 could be regarded as 
cured, Of the 64 patients still suffering from the dis- 
ease, 39 stated that they had repeated recurrences. 
In 51 patients the symptoms had shown a regressive 
trend, and in 13 the symptoms remained unchanged. 
Sulfapyridine continues to be the drug of choice, be- 
cause various other sulfonamides tested have not 
proved very effective. The dosage is 0.5 Gm. three 
times daily for a week or two, after which it is slow- 
ly reduced to a maintenance level. This drug and sul- 
foxone sodium are the only effective symptomatic 
remedies. 


Peptic Ulcer and Pulmonary Tuberculosis.—In the last 
decade, attention has often been drawn to the fre- 
quency with which resection of the stomach for peptic 
ulcer has been followed by the development of pul- 
monary tuberculosis. Nissen-Meyer and Holmboe 
(Nordisk medicin, April 18, 1957) made a special 
study of this during the period Oct. 1, 1955, to Oct. 1, 
1956. Of the 181 patients admitted with pulmonary 
tuberculosis during that period, 22 (12.2%) had a 
proved peptic ulcer. In the same period, 85 patients 
with nontuberculous pulmonary disease were admitted, 
and among them were only two patients (2.4%) 
with a history of such an ulcer. The difference be- 
tween the frequencies of ulcer in these two groups 
would be still greater after a correction for differences 
in age distribution. In 19 of the above-mentioned 22 
patients, the ulcer preceded the pulmonary tubercv- 
losis, and the interval between the clinical diagnosis 
of the two diseases was often 5 to 10 years. These 
findings do not prove that gastric resection represents 
the only effective factor, for less than half the patients 
with ulcers had been operated on for their ulcers. 
Furthermore, the patients with ulcers not subjected to 
resection were relatively more numerous among the 
tuberculous than among the nontuberculous patients 
with pulmonary disease. There was no convincing evi- 
dence to show that the tuberculosis was more severe 
among the patients with than among those without ul- 
cer, though there was a certain tendency in this direc- 
tion among the male patients. It is admitted that the 
ultimate cause of the increased risk of tuberculosis 
for patients with ulcer is not definitely identified, but 
earlier observers believe that disturbances of nutti- 
tion caused by ulcers do much to impair resistance 
to tuberculosis, The practical consequence of the 
demonstration of the relationship of peptic ulcer t 
pulmonary tuberculosis is to make it a rule to examine 
carefully and regularly the lungs of patients with ul- 
cers, particularly when such patients are underweight. 
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Treatment of Alcoholics—Dr. Oddvar Bastoe has 
shown in Tidsskrift for den norske legeforening for 
April 1, 1957, how it is possible to combine the care 
of alcoholics with general practice in a medium-sized 
town. Between June, 1952, and March, 1956, he 
treated 97 alcoholics, 7 of whom were women: Seventy- 
one were manual laborers in subordinate positions. 
Most of the patients were between the ages of 30 and 
54 years, and the mean duration of addiction to al- 
cohol was over 18 years. Several had been addicted 
to alcohol for more than 30 years, and there were only 
eight patients whose misuse of alcohol had continued 
for less than 10 years. The proportion of divorced and 
unmarried persons was comparatively high, and thir- 
teen had previously been in a mental hospital. The 
number of consultations and visits paid by Bastoe 
was on the average seven per patient, one patient 
receiving 69 such visits. Nearly all the patients first 
came under treatment in connection with a bout of 
drunkenness or severe abstinence symptoms. The 
treatment given included administration of disulfiram, 
which, given to 69 patients, provoked no complica- 
tions. This drug was, however, found to be contraindi- 
cated in seven patients, Efforts were made to solve the 
patients’ personal and marital problems and to get 
them back to work. The aid of various philanthropic 
bodies was invoked, and 17 patients were referred to 
special clinics for treatment. A follow-up survey of 63 
patients after an observation of more than two years 
showed that the immediate results had been good in 
71%, At the end of the observation period, 13% were 
total abstainers and 41% were better than before treat- 


; ment. Bastoe suggests that the treatment of chronic 


alcoholics by a general practitioner is seldom under- 
taken because the practitioner lacks the necessary 
training and is apt to find the drain on his time ex- 
cessive in an undertaking which is far from remuner- 
ative. 


PERU 


Living at High Altitudes.—At high altitudes human 
beings are subject to chronic anoxia. Because the 
oxygen tension in the inspired air is reduced at high 
altitudes, the oxygen saturation of the arterial blood 
falls and a diminution in the tension of the small frac- 
tion of the gas physically dissolved in the blood oc- 
curs, consequently causing oxygen supply to the tissues 
to become difficult, according to Professor Hurtado A. 
(Anales de la Facultad de Medicina, vol. 39, no. 3, 
1956). In the past, the attention of investigators has 
been directed chiefly to the changes shown by human 
beings shortly after they have been exposed to high 
altitudes. Much less attention has been paid to the 
native who was born and reared at high altitudes. 
The Andean, living at high altitudes through many 
generations, has reached what the author calls natural 
acclimatization. The compensatory biological adjust- 
ments he has made in the course of the centuries are 
all aimed in an effort to preserve normal tissue oxy- 
genation, to make the oxygen conveyance easier, and 
to minimize the fall of the oxygen tension from the 
alveolar air to the tissues. The principal changes, veri- 
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fied by different clinical and laboratory studies, ob- 
served in the native mountaineers are as follows: a 
higher pulmonary ventilation, resulting, at least par- 
tially, from an increased sensitivity of the respiratory 
center; diminution of the alveoloarterial oxygen 
gradient; increase of the blood hemoglobin levels, 
with a proportional decrease of the carbon dioxide- 
combing power and pCO, of the blood; a shift to the 
right of the oxygen-dissociation curve of blood, which 
means a lesser affinity of the hemoglobin to the oxy- 
gen; and dilatation of and an increased number of 
capillaries. Because of these compensatory mecha- 
nisms, the mountaineer is capable of performing mus- 
cular work with less production of lactate and pyru- 
vate than the man born and raised near sea level. 

Frequency and Infrequency of Certain Conditions.— 
On the other hand, scientists have tried insistently to 
discover whether chronic anoxia plays a role in the de- 
velopment of certain diseases found at high altitudes 
and whether it influences the incidence, symptoms, 
and course of these and other diseases. Rotta and 
co-workers found a significant elevation of the pul- 
monary blood pressure in residents of high altitudes, 
with oxygen administration over periods longer than 
20 minutes failing to normalize these pressures. Also 
in the same subjects there was electrocardiographic 
evidence of right ventricular enlargement. The mecha- 
nisms of these changes consists of constriction of the 
pulmonary vessels, which results from the hypoxemia 
and an increase in blood volume. The cardiac index, 
on the other‘hand, is not increased in Andeans, as it is 
in persons who have recently arrived at high altitudes. 
Two investigators, in studying human autopsy ma- 
terial at high altitudes, found a thickening of the 
alveolar wall and excessive dead space within the 
lungs. This is in agreement with the mild increase of 
the pulmonary residual air previously reported. The 
relative importance of each of these factors in causing 
pulmonary hyperventilation at high altitudes is not 
yet known. 

The clinical condition specifically linked to the im- 
poverished atmosphere is chronic mountain sickness. 
In 1927, Monge noted that the intensification of the 
secondary polycythemia commonly found at high alti- 
tudes is one of the principal disturbances that take 
place when adaptation to high altitudes is lost. It al- 
ways occurs in subjects with long-standing exposure 
to high altitudes, and its clinical manifestations (mostly 
neurological) include headache, giddiness, muscular 
weakness, pain in the extremities, sensory and motor 
changes, dyspnea, cough, palpitations, and gastric dis- 
turbances. The affected person is frankly plethoric 
and cyanotic. In recent studies on a series of eight 
patients, all of them native mountaineers between 22 
and 44 years of age, the author and co-workers found 
blood hemoglobin levels higher than 25 Gm. per 100 
ml. in three of them. Oxygen saturation of the blood 
was notably diminished as compared to that of healthy 
natives. Their hematocrit levels were elevated, but 
their blood volumes were normal. Biopsy specimens of 
their bone marrow showed a far greater erythroid 
hyperplasia than that found in healthy natives living 
at the same altitudes. On the other hand, no changes 
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were observed in the leukocytes in diseased or normal 
subjects. Further evidence that excessive destruction 
of the erythrocytes occurs in the affected patients was 
obtained. 

Studies on the respiratory function revealed that 
patients with chronic mountain sickness, as compared 
to normal natives, show a decreased pulmonary ven- 
tilation both at rest and on physical exertion. This is 
one of the most prominent features of the disease and 
accounts for an increase in pCO, and a decrease in 
oxygen pressure of the alveolar air as well as for a 
diminution of the blood pH. It was present in all of 
the author’s patients. The author found that the sensi- 
tivity of the respiratory center in these patients is im- 
paired. The alveoloarterial oxygen gradient, total and 
pulmonary blood volumes, vital capacity, residual air 
volume, and maximal respiratory capacity were other- 
wise essentially similar to those observed in healthy 
natives. The permeability of the alveoli barrier to the 
gas exchange was also found to be preserved. Roent- 
genographic study showed a bilateral increase of the 
hilar and vascular markings, and electrocardiograms 
were compatible with a diagnosis of cor pulmonale. 
The cardiac index tended to be higher than normal, 
and in two patients the pulmonary blood pressure was 
even greater than that usually found in healthy na- 
tives, but the general blood pressure level was reg- 
ularly subnormal. As factors contributing to the cause 
of chronic mountain sickness, the author includes 
diffuse pulmonary fibrosis, pulmonary emphysema, 
and impairment of the respiratory center. The first 
two, however, are doubtful. Much attention has been 
directed by scientists to the possibility of an abnormal 
erythropoietic response to the anoxic stimulus as be- 
ing the underlying cause. Thus polycythemia would be 
expected to herald the condition. 

The author emphasizes that hypertension is rare in 
persons living at high altitudes. The average blood 
pressure level in Andean men is lower than that of 
the inhabitants at sea level. Although the blood choles- 
terol levels are about the same for both types of sub- 
jects, the vascular sclerosis and its attendant patho- 
logical conditions are far less frequent in native 
mountaineers. The author in his 25-year study of man 
at high altitudes has discovered no case of coronary 
thrombosis or myocardial infarction. That an enlarged 
collateral circulation of the heart coronary system in 
natives exist is presumed. Consistent data, on the 
other hand, indicate that patent ductus arteriosus is 
frequent in natives. Acute edema of the lung occurs 
with relative frequency in natives when they return 
to a high altitude from sea level. Although the in- 
habitants of high altitudes show a decreased or even 
negligible gastric acidity, peptic ulcer is notoriously 
frequent among them. The incidence of cholecystitis 
among them is also high. Contrarily, such malignant 
diseases as leukemia are rare. 


Acclimatization.—In the same issue, Professor Monge 
C. and Dr. San Martin stated that the biochemical and 
physiological systems of the human body differ at 
different altitudes. Any change of altitude constitutes 
a stress but leads in time to acquired acclimatization. 
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Adaptation to high altitudes may be described a; 
racial characterized by the ability to live and repro. 
duce normally or as individual characterized by the 
ability to live but not to reproduce. Congenital as wel] 
as acquired acclimatization may be lost. When this 
occurs; chronic mountain sickness ensues and _ the 
affected subject can be cured only by returning to a 
lower altitude or to sea level. Presumably for the man 
living at high altitudes a dynamic gradient of re. 
versible physiological changes is available, so that his 
body. becomes able to adapt promptly to a sudden 
modification in the oxygen tension of the inspired air. 
This physiological ability is progressively less for na- 
tives of altitudes approaching sea level. 

Transient and partially reversible gonadal atrophy 
is observed in experiments in which animals are 
brought to high altitudes. In an attempt to explain 
this phenomenon, Dr. San Martin and co-workers 
studied the adrenal glands in both human beings and 
animals. Unmistakable adrenal hypertrophy was noted 
in animals exposed to high altitudes, but it tended to 
reverse with time. Increase in the urinary 17-keto- 
steroids was a common finding in human beings ex- 
posed to high altitudes for a long time. The authors 
advanced the hypothesis that the gonadal changes 
would result from an inhibition of the pituitary gon- 
adotropic function accounted for by the cortical hyper- 
activity. Additional animal experiments supported this 
view. Gonads have a normal or increased responsive- 
ness to gonadotropic hormones, and giving cortico- 
tropin not only failed to prevent gonadal changes but 
rather aggravated them. Therefore, unless the exoge- 
nous corticotropin totally inhibits the pituitary ac- 
tivity, the mechanism proposed by Selye—that in the 
general adaptation syndrome the major needs for 
corticotropin would force the pituitary to elaborate 
and release greater quantities of this hormone, thus 
minimizing the elaboration of the other tropic hor- 
mones—is valueless to explain the gonadal changes at 
high altitudes. Cortical hyperactivity per se, by reduc- 
ing the gonadotropic function of the pituitary, would 
be the real cause of reproductive failure. 


UNITED KINGDOM 


Medical Practices Advisory Bureau.—In his annual 
report for the year ending Dec. 31, 1956, Dr. L. S. Pot: 
ter, medical director of the Medical Practices Advisory 
Bureau of the British Medical Association, states that 
the number of physicians looking for opportunities 
overseas is increasing. The number of physicians on 
the books of the bureau seeking overseas posts ot 
practices rose from 376 at the beginning of 1956 to 
594 in February, 1957. Inquiries by letter about 
prospects overseas rose from 1,109 in 1955 to 1,354 in 
1956. The main reasons for this increase are dissatis- 
faction with conditions of practice in this country, the 
wish to escape heavy taxation, falling standards of 
living, cost of education, and desire to secure bette! 
prospects for children. In the bureau’s experience, 
those going to definite posts or practices after making 
proper investigation are usually well satisfied, where 
as those taking a chance are often disappointed. 
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The Crisis—The British Medical Association has had 
second and, many think, wiser thoughts and has de- 
cided to postpone a final decision on its original 
resolution to ask all its members to resign from the 
National Health Service. It has also decided to recon- 
sider its decision not to submit evidence to the Royal 
Commission which is investigating the whole question 
of remuneration of physicians in the National Health 
Service. This decision has been widely hailed as a step 
in the right direction. Even the British Medical Jour- 
nal now admits that many physicians would be re- 
luctant to withdraw from the National Health Service 
simply to enforce a wage claim with the intention of 
rejoining the service when the claim had been met. 
The government granted pay increases of 10% to the 
junior hospital staff and 5% to general practitioners. 
The Royal College of Physicians and the consultants’ 
and specialists’ committee of the British Medical Asso- 
ciation decided to submit evidence to the Royal 
Commission. The British Medical Association itself 
has still to decide whether or not it will submit such 
evidence. 

The association will investigate the whole organiza- 
tion and workings of the National Health Service. 
There is little doubt that the association will eventually 
decide to submit evidence to the Royal Commission. 
Whatever are the merits or demerits of the Royal 
Commission, the commission exists and its recom- 
mendations will carry much weight with the govern- 
ment and with the country as a whole. Under these 
conditions, to deprive the commission of the benefit 
of the information which the British Medical Associa- 
tion can lay before it can only harm the profession. 
Perhaps the most important result of the latest decision 
of the association, however, is that it allows attention 
to be focused on the fundamental problem—reorgani- 
zation of the whole National Health Service. The 
profession’s major complaint these days is less con- 
ceming inadequate pay than concerning the many 
deficiencies in the service which are working against 
the maintenance of an effective health service for the 
country. If physicians could be given the right condi- 
tions in which to work and the right terms of service, 
the deterioration of medical standards which has 
marked the last decade would be rapidly arrested. The 
problem to be solved is how to maintain traditional 
medical standards in the National Health Service. 
History suggests that this is the type of problem which 
this country is particularly well qualified to solve. 


Marriage Statistics—Figures published by the Regis- 
trar General show that in 1955 the total population of 
England and Wales was 44,623,000, of whom 21,569,- 
000 were male and 23,054,000 female. In 1955, there 
were 357,918 marriages, or 8 marriages per 1,000 popu- 
lation. March was the favorite month for marriages, 
the next most popular being July. The most common 
age for marriage continued to be 23 for men and 21 
for women. There were 76 marriages in which the 
bride and groom were both between 75 and 79 years 
of age and 14 in which both were aged 80 or over. 
There were 667,811 live births, giving a rate of 15 per 
1000 population. Illegitimate live births numbered 
31,145 and accounted for 4.7% of all live births. The 
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number of new divorce petitions filed wis 28,314, 
compared with 38,382 in 1951. Decrees made absolute 
in 1955 numbered 26.816, of which 554 were annul- 
ments. Nearly 67% of the divorced couples had no 
children or an only child. In 11,245 petitions, adultery 
was given as the cause for divorce; desertion was given 
as the cause in 10,854 cases; and cruelty was given in 


3,853. 


Old Age Pensioners.—A study of 1,000 old age pen- 
sioners in Northeast England is reported by Dr. 
R. C. F. Smith (The Medical Officer 97:303, 1957). 
There were 500 men and 500 women and all were in 
apparent good health. The ages varied from 62 to 97 
years, the vast majority being between 65 and 78 
years. Hypochromic microcytic anemia, obesity, and 
hypothyroidism were prevalent among the women. 
The men, on the other hand, were nearly always slen- 
der, and their hemoglobin level was about 12% higher 
than that of the women. The plasma protein estimate 
showed evidence of a low protein intake, a high 
globulin level due to a relatively high amount of 
vegetable protein in the diet (or more probably to an 
excess of antibodies from previous infections), and a 
subnormal intake of animal protein. The protein in- 
take, especially from animal sources, was below 
average in 37% of the subjects, the women eating less 
than the men. The caloric intake was a little below 
average and the fat intake was above average. Carbo- 
hydrate intake was also usually above average and 
consisted mainly of potatoes and bread. In practically 
every instance the diet was dull, monotonous, and 
relatively tasteless. Threats of suicide were absent; 
melancholia was almost exclusively a male finding and 
almost always due to the death of the partner. Lone 
women were able to fend for themselves much better 
than the men. 


Emergency Calls in General Practice.—An analysis of 
951 emergency calls made by 42 general practitioners 
was carried out by the South-East Faculty of the Col- 
lege of General Practitioners (Health Bull. 15:36, 
1957). It shows that infants and young children (0 to 
14 years old) accounted for 299 calls, young adults 
(15 to 34 years old) for 209, older adults (35 to 64 
years old) for 253, and persons of 65 or more for 190. 
Respiratory diseases were the most frequent cause of 
such calls, being responsible for 228. Next in frequency 
came fractures, dislocations, and other injuries which 
accounted for 137 calls. Circulatory diseases accounted 
for 84 calls and diseases of the central nervous system 
for 51. Respiratory diseases were commonest among 
infants and young children and accounted for about 
half the total calls in this group. Conversely, diseases 
of the circulatory system were responsible for no calls 
in this group and for only three calls among young 
adults. By far the largest number of emergency calls 
occurred on Sunday and the second largest on Satur- 
day. The distribution of the calls throughout the 24 
hours was as follows: an average of 20.4 calls between 
3 and 6 p. m., 42.3 between 6 and 9 p. m., and 30.7 
between 9 p. m. and midnight. There was a sharp 
fall in number of calls to an average of 8.3 from mid- 
night to 3 a. m.; the fall continued further to 5.6 be- 
tween 3 and 6 a. m., with a slight increase between 
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6 and 9 a. m. Between 9 a. m. and noon, and between 


noon and 3 p. m., the average numbers were, respec- - 


tively, 15.1 and 13.4. These figures confirm the impres- 
sion widely held by general practitioners that most 
emergency calls come in between 6 p. m. and mid- 
night. In this study such calls accounted for over 50% 
of all the emergency calls. 

An analysis of the treatment given in these emer- 
gency calls shows that in 21% of the cases, only reas- 
surance was required; in a further 1% (for the most 
part frivolous calls) no treatment was given. Drugs or 
dressings were given or prescribed in 57% of the cases. 
Reference to the hospital was required for 18% of the 
patients and a further 3% were dead or moribund on 
the arrival of the doctor. The most commonly pre- 
scribed drugs were analgesics. Mild analgesics, such 
as aspirin or compound codeine tablets, were used in 
136 cases, and strong analgesics, such as morphine, 
were used in 144 cases. In other words, analgesics were 
used in more than 25% of all emergency calls. Next in 
frequency came the antibiotics, which were used in 
94 cases; in 81 of these penicillin was used. Sulfona- 
mides were used in 89 cases, antispasmodics in 57, 
and cardiac drugs in 21. 


Children #n Hospital.—The pediatric committee of the 
Royal College of Physicians of London reports that 
the proper care of childen is so different from that of 
adults that their admission to adult wards is to be 
deprecated. There is no doubt that special children’s 
hospitals offer the best services for children. In large 
general hospitals, a separate self-contained children’s 
block in close association with the obstetric depart- 
ment is desirable. Where there is no separate children’s 
block, all children should be in special wards in a 
single unit, under the general supervision of a pediatri- 
cian, with a nurse in charge who has had training and 
experience in nursing sick children. Whenever possible, 
daily visiting by parents should be allowed, and the 
importance of admitting mothers with their young 
children is stressed. In university centers it is suggested 
that there should be at least one pediatric bed or cot 
for each annual student entry. Small units are unde- 
sirable because they are detrimental to satisfactory 
arrangements for the proper care of children and to 
the training of physicians and nurses in pediatrics. 
Units of less than 20 beds are uneconomic, and in 
densely populated areas children’s beds should be 
concentrated in units of 40 or more. There should be 
a children’s hospital or unit of adequate size for each 
medical school. Where a pediatric department is sit- 
uated in a general hospital, it is essential that all 
children be admitted to the children’s department, 
where they should have the benefit of all the facilities 
available for children, including the services of a 
pediatrician. | 

In addition, the need for surgeons specializing in 
the surgical problems of children, particularly new- 
born infants, should be realized. The minimum num- 
ber of trained nurses for a unit of 20 beds should be 
a head nurse and three staff nurses, all specially 
trained in the care of sick children. It is also recom- 
mended that all maternity hospitals and departments 
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should have pediatricians on the staff who should 
undertake full responsibility for the care of newbom 
infants. Pediatric units should have a close relationship 
with family physicians, who should be encouraged to 
follow up the children in hospital. Where pediatric 
beds are under the care of family physicians, it js 
important that the pediatric services be used and that 
a pediatrician advise on planning as well as policy, 
taking control, for example, when there is an outbreak 
of infection. 


Hereditary Hemoglobinopathies.—The following rec- 
ommendations have been made by a working party of 
the Colonial Medical Research Council. The term 
sickle-cell disease should be used to denote any 
pathological condition which is, in part, attributable 
to sickling of the red blood cells. The term sickle-cell 
anemia should be reserved to denote the presumably 
homozygous state. Its use is strictly conditional on the 
demonstration of homozygosity from family studies. 
Fetal hemoglobin is excluded from this discussion of 
terminology, though its persistence in varying degree 
is an often-observed feature of states involving the 
hemoglobin variants. Statements regarding its occur- 
rence should be made as part of the biochemical find- 
ings. The working party appreciates the desirability 
of having a complete statement of the hemoglobin 
variants actually present, preferably in order of de- 
creasing proportions, leaving the clinician to decide 
whether an actual or potential pathological situation 
needs to be described and the geneticist to state how 
the observed combination of hemoglobin variants has 
arisen. The working party also appreciates the unde- 
sirability of using a terminology with genetic implica- 
tions in the absence of family studies. The term 
hemoglobinopathy should be used to denote a condi- 
tion in which the production of normal adult 
hemoglobin (Hb-A) is partly or wholly suppressed 
and it is partly or wholly replaced by one or more 
hemoglobin variants, which may include fetal-type 
hemoglobin (Hb-F ). 

The term sickle cell should be hyphenated when 
used as an adjective. Excluding Hb-F from considera- 
tion, the biochemical state involving Hb-A and any 
other hemoglobin variant (Hb-X) should be described 
as Hb-X trait. The term disease and not the term 
anemia should be used generally to denote patho- 
logical conditions associated with hemoglobin variants. 
The term thalassemia should be retained because the 
genetic variants of thalassemia present themselves as 
such. These variants should be described as Hb-C/thal- 
assemia, Hb-E/thalassemia, and so on. The term 
thalassemia should be used rather than terms such 
as Cooley anemia and microcythemia. The qualify- 
ing terms major and minor are, in practice, used to 
denote the presumably homozygous and heterozygous 
states, respectively, but their use in this way is 
strictly conditional on supporting evidence of the 
nature of the genotype from family studies. A morbid 
condition, not presenting itself as sickle-cell disease oF 
as a variant of thalassemia, but produced by any one 0 
two Hb variants in the absence of Hb-A, should be 
described as a disease: for example, Hb-C diseas¢ 
and Hb-C/Hb-D disease (hypothetical ). 
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TRANSPORTATION OF THE INJURED 


To the Editor:—The subcommittee on transportation 
of the injured, of the committee on trauma, American 
College of Surgeons, submits the following outline for 
the early care and transportation of the injured. 


Effective emergency splinting of fractures for transportation 
9 and within a hospital is a highly significant procedure in 
jetermining the eventual rehabilitation of the patient. The 
bjectives of emergency splinting are the prevention of addi- 
tional damage to soft parts by fragments of bone, the relief of 
pain, and comfortable and safe transportation. Effective emer- 
gency splinting minimizes or prevents shock and is an im- 
portant step in resuscitation. 

Emergency splinting may be provided with standard or 
improvised splints. Standard splints if available are the most 
elective, but if they are not available, various materials which 
usually are easily obtainable may be used to provide highly 
elective improvised emergency splinting and achieve its ob- 
jectives. 


Upper Extremities 


Shoulder Arm and Elbow.—Standard splinting is simple. The 
extremity is placed in a sling with the elbow usually at a right 
angle and then is bound to the chest by means of a bandage or 
another sling. 

Improvised splinting may be provided by turning up the 
patient’s shirttail and pinning it to the shirt so that it serves as 
a sling. The extremity is then bound to the chest with any 
available material. 

Forearm Wrist and Hand.—Standard splinting may be pro- 
vided on a metal cock-up or cock-down splint, but improvised 
splinting—using a board, a magazine, or a heavy newspaper 
encircling the forearm and hand and held in place with a 
bandage or adhesive tape—is usually equally effective. A sling 
always adds to comfort. 

Patients with injuries only of the upper extremity are usually 
nore comfortable during transportation in the sitting rather 
than in the recumbent position. 


Lower Extremities 


Standard splinting is provided by fixed traction utilizing a 
Thomas er a hinged half-ring splint. Traction is obtained by 
means of a hitch about: the foot which is tied to the end of the 
splint. The slings on which the extremity rests may be towels or 
bandages of any kind. Only moderate traction is desirable. The 
end of the splint must always be elevated so that the heel does 
not touch the stretcher. 

Improvised coaptation splinting is highly acceptable. It may 
be provided with two or three board splints well padded at the 
ankle and at the knee. For fractures of the bones of the leg 
below the knee, all the boards extend from the upper thigh to 
ust below the foot. For fractures of the femur or of the tibia 
near the knee, the lateral board must extend to the axilla and 
be bound securely to the trunk in order to immobilize the hip. 
Otherwise the splinting is less effective. 

The pillow splint provides another form of improvised splint- 
ing for fractures of the bones of the leg. A pillow may be 
uerely bandaged about the leg, but the splinting is better if 
‘oaptation boards are placed on each side. As a last resort for 
mprovised splint, the injured extremity may be tied to the 
injured extremity at several levels. 


Spine 


Cervical Spine.—In suspected injuries of the cervical spine 
the patient should be transported face-up on a hard surface 
vith a smal rolled towel beneath the neck and preferably with 
«nd bags or other heavy material placed on each side of the 
neck. Flexion of the neck must be avoided. 


CORRESPONDENCE 


Thoracic and Lumbar Spine.—Patients suspected of having 
injuries to these vertebrae should be transported somewhat in 
the position they are found. If a casualty is found face-down, 
he should be lifted to a hard surface and kept face down. If he 
is found lying face-up, he should be lifted to the stretcher in 
this position. Flexion of the spine is always avoided. 


Open Fractures 


The emergency management of open wounds including those 
of open fractures is the application of a sterile dressing or the 
cleanest dressing available. No antiseptics or antibiotics should 
be placed on or in the wound. If a fragment protrudes through 
the skin, it should be allowed to remain protruding and merely 
be covered with the dressing. In applying emergency traction 
splinting to the lower extremity, the amount of traction should 
be kept below a point which would cause the fragment to be 
pulled back into the wound. 


Unconscious Patients 


These are preferably transported in the semiprone position so 
that nasopharyngeal blood and secretions will run out of the 
mouth and nose and not be aspirated, Other positions are 
chosen only when demanded by concurrent injuries of other 
parts of the body. Open wounds on the head are merely cov- 
ered with a sterile or clean dressing. 

Thoracic Injuries 


These are transported with the patient face-up and in the 
position apparently most comfortable and most favorable to 
adequate respiration. This usually is the semisitting position. 

Oscar P. Hampton Jr., M.D. 

Chairman, Subcommittee on Transportation 
of the Injured 

Committee on Trauma 

American College of Surgeons. 


HEMOLYTIC ANEMIA 


To the Editor:—West and Zimmerman reported a case 
of hemolytic anemia due to nitrofurantoin (Furadantin) 
in THE JourRNAL, Oct. 13, 1956, page 637. The similar- 
ity between their patient's clinical course and the 
course of patients developing a hemolytic anemia when 
given primaquine is striking. It also seems significant 
that, like most primaquine-sensitive individuals, their 
patient was a Negro. Primaquine sensitivity is due to 
an intrinsic abnormality of red blood cells which also 
renders them unusually susceptible to the hemolytic 
effect of several other compounds, including sulfanila- 
mide, acetanilid, and thiazolsulfone (Promizole ) 
(J. Lab. & Clin. Med. 43:303, 1954; ibid. 45:30, 1955). 
I have attempted, unsuccessfully, to obtain a sample of 
blood of the patient reported by West and Zimmer- 
man in order to carry out the in vitro tests for this type 
of red blood cell abnormality. Recently, however, 
Kimbro and co-workers (Fed. Proc. 16:312, 1957) 
demonstrated that a patient with nitrofurantoin sensi- 
tivity did, indeed, have the type of red blood cell 
defect associated with primaquine sensitivity. Naph- 
thalene has also recently been added to the list of 
compounds which will cause hemolysis in these indi- 
viduals (J. Clin. Invest., to be published, June, 1957). 
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It is therefore quite evident that many chemically 
induced hemolytic anemias may be due to the intrinsic 
defect which was first found to be associated with 
primaquine sensitivity. The value of published reports 
of drug-induced hemolytic anemias would be enhanced 
greatly by demonstration of the presence or absence of 
this red blood cell defect. Relatively simple techniques 
for its in vitro demonstration are available (J. Lab. 
& Clin. Med. 45:40, 1955; ibid. 49:84, 1957). It would 
seem very desirable for physicians reporting cases of 
drug-induced hemolytic anemias to carry out these 


rocedures. 
P Ernest Beutier, M.D. 


950 E. 59th St. 
Chicago 37. 


ADDICTION TO MEPROBAMATE 
(EQUANIL, MILTOWN) 


To the Editor:—Evidence is steadily accumulating 
that abrupt withdrawal of meprobamate from patients 
who have been ingesting this drug in large amounts 
may be followed by major convulsions. Barsa and 
Kline (Am. J. Psychiat. 112:1023 [June] 1956) ob- 
served single convulsions in 6 to 25 schizophrenics 
who had received 2.4 Gm. of meprobamate daily for 
six months; Lemere (J. A. M. A. 160:1431 [April 21] 
1956 and A. M. A. Arch. Neurol. & Psychiat. 76:205 
[Aug.] 1956) noted a seizure in one patient who had 
taken 6.4 Gm. of meprobamate daily for a month; and 
Tucker and Wilensky (Am. J. Psychiat. 113:698 [ Feb. ] 
1957) reported convulsions in 2 of 32 psychotic pa- 
tients who had received 1,600 mg. of meprobamate, 
increasing to 4,800 mg. daily, for three months. Both 
Lemere, and Tucker and Wilensky, also remarked on 
postwithdrawal anxiety and tension in a significant 
percentage of cases. Recently, Swinyard and others 
(Science 125:739 [April 19] 1957) reported hyper- 
excitability and decrease in the threshold for elec- 
trically induced seizures in mice chronically treated 
with meprobamate in doses increasing from 300 mg. 
to 1,800 mg. daily for eight days. 

Observations made at the U. S. Public Health 
Service Hospital, Lexington, Ky., confirm these re- 
ports. After abrupt withdrawal of meprobamate, one 
female patient who had been ingesting 3.2 Gm. of 
meprobamate daily complained of anxiety, insomnia, 
excess salivation, and headaches. Although a convul- 
sion did not occur, abnormal electroencephalograms, 
showing paroxysms of mixed fast and slow activity, 
were observed 29 to 77 hours after the last dose of 
meprobamate. A male patient who had been taking 
4 Gm. of meprobamate daily for about three months 
had nervousness, headache, and one grand mal con- 
vulsion after discontinuation of use of meprobamate. 
No definite evidence of abstinence was observed after 
withdrawal of the drug from two patients who had 
been taking only 1.6 Gm. daily. Gradual withdrawal 
at a rate of 0.8 Gm. daily from a male patient who 
had been receiving 3.2 Gm. daily was followed by 
insomnia and tremulousness but no convulsions. 
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Five dogs were given 3.2 Gm., increasing to 8.2. 
8.8 Gm. of meprobamate daily for four to six months, 
One animal died after two months before withdrawal 
was attempted. After abrupt discontinuation of the 
drug all of the four remaining dogs showed marked 
restlessness, tremors, violent motor hyperactivity, and 
frequent licking movements. All four dogs had con. 
vulsions, and three died after three to five seizures. 

These data show unequivocally that continued 
ingestion of large dosages of meprobamate can create 
physical dependence, manifested on abrupt  with- 
drawal of the drug by hyperirritability of the central 
nervous system and convulsions. The type of addiction 
caused by meprobamate resembles that caused by 
chronic intoxication with excessive amounts of bar- 
biturates or alcohol. As is true of barbiturates, addic- 
tion to meprobamate will probably occur in only a 
very small proportion of persons who receive the 
drug therapeutically. Nevertheless, care should be 
exercised in prescribing meprobamate. Patients re- 
ceiving meprobamate should be supervised closely 
and immediate steps taken if their consumption of the 
drug begins to increase. Especial care should be 
exercised in prescribing meprobamate for alcoholics 
or narcotic drug addicts. Prescriptions for meproba- 
mate should not be refilled. The drug should be 
withdrawn slowly, rather than abruptly, from patients 
who have been ingesting it chronically. 


F. Essic, M.D. 

National Institute of Mental Health 
Addiction Research Center 

Public Health Service 

Lexington, Ky. 

Joun D. M.D. 


U. S. Public Health Service Hospital 
Lexington, Ky. 


THE GENERAL PRACTITIONER 


To the Editor:—In the April 27 issue of THE JouRNAL, 
pages 1583-1600, specialists have squared off at that 
ever-present dragon, general practice. While I have 
no reason to doubt the sincerity of the authors con- 
tributing to this series, I do feel that it is necessary to 
point out several large areas in which they have been 
led astray. In the first place, the definition of a gen- 
eralist needs some attention. Let us try this one: A 
generalist is a physician who has become proficient 
in those procedures commonly demanded of him by 
the community in which he practices. By using this 
definition we can readily see that the practice of the 
generalist in New York City will vary from that of a 
generalist in a logging community in Oregon. For this 
reason the training to which these generalists and thei! 
successors should be exposed varies greatly. In fact, 
there are probably no two communities for which 4 
generalist could be prepared without waste or want 
in his education by any formal program, and it follows 
from this that probably the best training program for 
a generalist exists in the community in which he elects 
to practice, and his tutors are his confreres. 
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In the articles in question, several instances are re- 
lated which I can only interpret as the result of an 
unfortunate experience on the part of the author. They 
should not, however, be taken as representative of 
gencralists as a group. There is, however, one phrase 
which recurs with sufficient frequency to be almost in 
the category of scripture, “It is not possible for any 
individual to encompass more than a fraction of the 
over-all field of medicine, with its ever-increasing 
accumulation of new knowledge.” This statement is 
«0 true that rebuttal is useless, but I do not believe it 
requires rebuttal. In the first place, all of the knowl- 
edge applicable to the field of medicine is not neces- 
sarily useful. In some cases it replaces older “know]- 
edge.” In other cases it perhaps clarifies. In other cases 
perhaps it only theorizes. In any event, the sum of 
medical knowledge could hardly be considered an 
asset to any practitioner, no matter what his field. 
Returning to our definition of the generalist, we can 
now begin to see what knowledge he needs. It is the 
knowledge required to become proficient in those 
procedures demanded of him by the community in 
which he elects to practice. Another statement that 
requires a challenge is, “No physician should go into 
general medicine simply because he did not have the 
time, money, or desire to prolong his training for a 
specialty.” While this may be true, it is likely that a 
physician would go into general practice simply for 
these reasons, and therefore his education will have to 
be continued after his practice is initiated, as it should 
be in any case. 

Finally, we can see that a residency suitable for 
training in general practice either will be composed 
of training in those simple and primitive skills which 
will rapidly bore the perceptive student or will be one 
which is hopelessly complex, attempting to provide for 
him the knowledge and training to confront every cir- 
cumstance. Obviously, neither is acceptable, but we 
do need some standard, so what shall it be? May I 
suggest that it be the standard of the community’s 
demand, and that training for general practice be 
carried out in the community to which it is to be ap- 
plied, by those men in the area whose practice and 
reputation has demonstrated their capability to prac- 
tice as generalists in that area. 


Harry Lams, M.D. 
110 Pleasant Ave. 
Sturgis, Mich. 


ECCHYMOSES FOLLOWING 
PREDNISONE THERAPY 


To the Editor:—I read with interest the article “Ecchy- 
motic Skin Lesions in Patients Receiving Prednisone,” 
by Drs. Denko and Schroeder, in the May 4 issue of 
THE JournaL, page 41. In 1950, Dr. Rosenthal and I, 
in an article entitled “Hemorrhagic Diathesis with 
Ascorbic Acid Deficiency During Administration of 
Anterior Pituitary Corticotropic Hormone (ACTH)” 
(Proc. Soc. Exper. Biol. & Med. 75:806-808 [Dec.] 
1950), showed that bleeding manifestations in the 
Course of treatment with corticotropin (ACTH) were 
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accompanied by depletion of ascorbic acid and that 
they could be prevented and controlled by the admin- 
istration of therapeutic doses of vitamin C. Later. 
Martino and I published similar findings in patients 
treated with prednisone (New England ]. Med. 254: 
313-317 [Feb. 16] 1956). It would appear then that 
occurrence of ascorbic acid deficiency is common in 
patients receiving corticotropin or steroid therapy. 
We have for many years administered 100 mg. of as- 
corbic acid twice daily to patients who are treated 
with corticotropin or steroid hormones over a period 
of time longer than two weeks. We find almost com- 
plete absence of bleeding manifestations in patients 


so treated. Mario STeFANINI, M.D. 


St. Elizabeth’s Hospital 
736 Cambridge St. 
Brighton, Mass. 


FAT ABSORPTION TEST 


To the Editor:—The excellent article, “Simplified Test 
of Fat Absorption,” by Kent L. Osmon, Willard J. 
Zinn, and George K. Wharton in THe JourNAL, June 8, 
1957, page 633, was of great interest to me. The authors 
have described a test consisting of a determination of 
serum turbidity levels in subjects after the ingestion 
of a standard fat meal containing a measured amount 
of cream. Serum turbidity was measured in a photo- 
electric colorimeter. They found that serum turbidity 
correlates closely with the rise in total lipids following 
fat ingestion since this rise results principally from 
elevation of serum neutral fat. 

The authors state, “No simple, reliable method of 
following fat absorption, as it normally occurs in hu- 
mans, is now in use.” However, in a study I did 
several years ago with Drs. Asher Woldow and Rich- 
ard A. Dunsmore, “Determination of Fat Tolerance 
in Patients with Myocardial Infarction: Method Utiliz- 
ing Serum Turbidity Changes Following a Fat Meal,” 
which appeared in THE JournNAL, May 24, 1952, on 
page 364, we described a test of fat absorption and 
utilization that was found to be very useful in the 
evaluation of fat tolerance of patients with myocardial 
infarction. This simple, reliable, and inexpensive test 
consisted of a determination of serum turbidity levels 
in subjects after the ingestion of a standard fat meal 
containing a measured amount of cream. Serum tur- 
bidity was measured in a photoelectric colorimeter. 

In a comparison of fat tolerance in a group of 23 
patients recovering from acute myocardial infarction 
and a group of 24 control subjects we found a con- 
siderably greater increase in postprandial serum tur- 
bidity in the group with myocardial infarction than in 
the control group. Since then we have collected data 
utilizing this test on a larger number of subjects. The 
results, which we are preparing to report, have con- 
tinued to show decreased fat tolerance in patients re- 
covering from acute myocardial infarction and indicate 
the desirability of strict limitation of fat intake in 


such patients. Leon ScHwartz, M.D. 


8340 Fayette St. 
Philadelphia 50. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Diabetic Patients with Myocardial Infarction: The 
Diagnostic Accuracy of the Electrocardiogram. H. B. 
Rubin and M. J. Weiss. California Med. 86:254-259 
(April) 1957 [San Francisco]. 


At clinicopathological conferences conducted at the 
Los Angeles County General Hospital, it was often 
noted that, when the electrocardiogram failed to re- 
veal the presence of a proved myocardial infarction, 
the patient usually had diabetes mellitus. The present 
study was undertaken to determine if any disparity 
exists in the accuracy of electrocardiographic diag- 
nosis of myocardial infarction between diabetic and 
nondiabetic persons. Data on 2 groups of patients 
were compared. The first group consisted of diabetic 
patients who had myocardial infarction observed at 
autopsy and whose records included electrocardio- 
grams with precordial leads. The second series in- 
cluded 52 consecutive nondiabetic persons who had 
had electrocardiograms and in whom myocardial in- 
farction was observed at autopsy. Each series con- 
sisted only of cases in which it could be definitely 
determined that the infarction had occurred prior to 
the taking of the electrocardiograms. The electro- 
cardiogram was found to be much less accurate in the 
diagnosis of myocardial infarction in the diabetic pa- 
tient than in the nondiabetic subject. This is due to 
the fact that the patterns that mask the diagnosis of 
myocardial infarction occur more frequently in dia- 
betic patients. It is important to note that in no in- 
stance were the electrocardiograms interpreted as 
normal in the diabetic group. 


Pulmonary Aspergillosis: Report of a Case. C. S. 
Darke, A. J. N. Warrack and J. E. M. Whitehead. 
Brit. M. J. 1:984-985 (April 27) 1957 [London]. 


The authors describe a case of pulmonary aspergil- 
losis complicating diffuse bacterial pneumonia in a 
63-year-old man. Culture of the sputum, which was 
mucoid, yielded a heavy growth of alpha-hemolytic 
streptococcus and a scanty growth of Neisseria catarrh- 
alis. Pneumococcus type 27 was isolated by mouse 
inoculation. The patient responded poorly to the ad- 
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ministration of tetracyline for 8 days, then was given 
chloramphenicol for 3 days, and finally 1 intramuscular 
injection of 200 mg. of 4, 4’-(pentamethylenedioxy) 
dibenzamidine as well as potassium iodide orally. 
The lack of clinical response and extension of the dis- 
ease to both lungs with multiple abscess formation 
suggested a secondary fungus infection, and a speci- 
men of the sputum taken 2 days before the patient's 
death yielded growth of Aspergillus fumigatus. Au- 
topsy revealed that death was caused by diffuse bac- 
terial pneumonia and pulmonary arterial thrombosis, 
but there was histological evidence that resolution of 
the pneumonia had begun. Antibiotic therapy failed 
to limit the spread of pneumonia, and the fungus, 
which had invaded necrotic areas in both lungs, was 
found to be resistant to the commonly used antibiotics 
and also to isoniazid and aminosalicylic acid. Although 
there was no evidence that the antibiotics caused the 
patient’s death, it seems likely that they favored the 
saprophytic development of the fungus, which led 
finally to direct and fatal invasion of the tissues. 


Bronchopulmonary Aspergillosis: Report of a Case. 
J]. G. Stevenson and J. M. Reid. Brit. M. J. 1:985-986 
(April 27) 1957 [London]. 


The authors report on a 62-year-old brass dresser; 
the air of the foundry in which he had worked from 
the age of 26 years onward had held a high concen- 
tration of cotton dust, which emanated from a cotton 
mill on the adjacent premises. On admission to hos- 
pital he had a severe cough, occasionally associated 
with vomiting. The sputum was copious and muco- 
purulent but never blood stained. A roentgenogram 
of the chest revealed a large abscess cavity with a 
fluid level occupying the greater part of the lower 
lobe of the left lung and scattered infiltrative changes 
in both lungs. A diagnosis of pyogenic lung abscess 
was made, and tetracycline therapy was instituted 
without improvement. Serial cultures of the sputum 
failed to reveal tubercle bacilli, but Aspergillus fumi- 
gatus was grown in almost pure culture. Two 10-day 
courses of 0.15 Gm. of hydroxystilbamidine intrave- 
nously were given with a 7-day interval between the 
2 courses. Progressive clinical and roentgenologic im- 
provement resulted. Nystatin was given in doses of 
500,000 units orally 3 times daily for 8 weeks, and he 
was discharged from hospital after a sojourn of 3 
months. He continued to report at intervals for out- 
patient supervision. Eight months later he complained 
of lassitude, some weight loss, and frequency of mic- 
turition. Death occurred at home in circumstances 
suggesting renal failure, though Aspergillus fumigatus 
had not been isolated from the urine. 

Aspergillosis may be a primary infection or, prob- 
ably more frequently, it may involve tissues already 
damaged by disease. Initial diagnosis in the case lieré 
reported was either a tuberculous cavity or a lung 
abscess. Serial bacteriological cultures ruled out the 
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former, and bronchoscopy coupled with the progres- 
sive 9-month period of roentgenologic improvement 
excluded the latter. The infection was therefore be- 
lieved to be primary bronchopulmonary aspergillosis. 


Salivary Radioiodine Excretion as a Test of Thyroid 
Function. Y. Feige, J. A. Stein and A. Hochman. 
Harefuah 52:85-90 (Feb. 15) 1957 (In Hebrew with 
English Summary) [Tel-Aviv, Israel]. 


A test that asseses the function of the thyroid from 
the excretion of radioiodine (I1'*') in the saliva is 
compared with other radioiodine tests. The authors 
selected for this study 48 patients with various func- 
tional thyroid conditions, in whom a clinical diagnosis 
could be established beforehand. In each of these 
patients 24 hours after the administration of a tracer 
dose of I '*', they ascertained: the salivary excretion of 
['", the uptake of I '*' by the thyroid, excretion of 
| '* in the urine, total plasma I '*' concentration, and 
the I ‘*' conversion ratio. The results of all thyroid 
functions tests were related to the salivary test and 
were recorded graphically for the various thyroid con- 
ditions. High concentrations of salivary I ‘*' were in- 
variably found in hypothyroid patients (43.5% of the 
tracer dose per liter of saliva), With increase in thyroid 
activity, a gradual decrease of salivary I ‘*' concentra- 
tion was observed (12.1% for euthyroid patients and 
1.8% for patients with hyperthyroidism). Despite these 
wide variations, the ratio of salivary to plasma (S/P), 
inorganic I'*' remained constant at about 60:1 irre- 
spective to thyroid activity. 

These findings indicate that salivary I'*' is derived 
from plasma inorganic iodide and that a high S/P 
inorganic I '*' gradient is achieved through the iodine 
concentrating mechanism with which the salivary 
glandular system is endowed. Iodine concentration 
was inversely related to the rate of saliva flow. Where- 
as the conventional tracer tests are most valuable for 
diagnosing hyperthyroidism, the salivary I'*’ tracer 
test proved superior for the diagnosis of the hypo- 
thyroid range. This test may also prove of value in 
the interpretation of tracer tests performed on sub- 
jects suffering from impaired kidney function. In view 
of the technical difficulties in the routine determina- 
tion of the protein-bound plasma fraction, a method is 
proposed in which the total plasma I '*' concentration 
is measured together with the salivary I'*' concen- 
tration. This method is more convenient and practical 
and, provided adequate experience is gained, may 
furnish equivalent diagnostic information. 


Observations on 244 Patients with Primary Neoplasia 
of the Lung. G. Manara, G. Tasca and O. Zanon. Chir. 
torac. 9:656-686 (Oct.) 1956 (In Italian) [Rome]. 


The authors observed a series of 244 patients with 
primary cancer of the lung. Most of the patients were 
40 to 60 years old. There were 214 men and 30 women; 
69.6% of the patients smoked an average of 20 to 25 
cigarettes per day, 12% did not smoke, and whether 
the remaining patients did or did not smoke could not 
be ascertained. Fifty-four patients were farmers, 28 
were office workers, 21 were housewives, 33 were 
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mechanics, 3 were miners, 7 worked in chemical in- 
dustries, and 98 did other types of work. Cough was 
the first symptom in 69 patients, pain of the thorax 
in 59, fever in 41, asthenia in 28, dyspnea in 11, 
dysphonia in 10, expectoration of blood in 10, articular 
pain in 6, loss of weight in 1, and other symptoms in 
2. Symptoms were absent in 7 patients. The symptoms 
had been present for an average of 2.6 months before 
the patients were observed. When first seen cough was 
present in 181 patients, thoracic pain in 114, fever in 
94, blood in the sputum in 92, loss of weight in 88, 
asthenia in 68, dyspnea in 65, dysphonia in 19, joint 
pain in 13, frank hemoptysis in 10, and other symp- 
toms in 24. The symptoms remained the same after 
the patients entered the hospital. The neoplasia was 
mistaken for pulmonary tuberculosis in 26 patients. 
Bronchoscopy and biopsy were the most reliable 
means of diagnosis. All patients were first subjected 
to a standard roentgenologic examination of the 
thorax and then to a stratigraphic examination. Pa- 
tients who received irradiation therapy survived for 
an average of about 6 months and those who were 
not irradiated for an average of about 3.6 months 
after first consulting a physician. Patients subjected to 
radioactive cobalt therapy survived for a longer period 
of time. 


Pernicious Anemia in Old Age. A. Burlina. Friuli med. 
11:1005-1043 (Nov.-Dec.) 1956 (In Italian) [Udine, 
Italy]. 


The author describes 9 patients, 69 to 86 years old 
(average age, 77), with pernicious anemia; 7 were 
peasants, and, although they were not well-to-do, 
they could afford a sufficient diet. The other 2 were 
from the city. All patients had had malaria and syph- 
ilis, 1 had been a diabetic for 20 years, and all had 
had gastric disturbances 4 to 6 months before admis- 
sion. Five patients lived on a poor diet consisting of 
polenta, cheese, chicory, and wine; 2 patients because 
of psychic disturbances refused to eat certain foods, 
and whatever they ate represented a uniformly poor 
diet. The other 2 patients ate and drank normally. 
The exact time of the onset of the symptoms could 
be determined in only 5 patients. The major symp- 
toms were anorexia, perspiration, asthenia, fever, 
mental confusion, and cardiac decompensation. 
Anorexia and delirium were the first symptoms in 1. 
This patient remained in bed in a dark room for 30 
days refusing to see a physician or to take any medi- 
cines. One patient had a maniacal syndrome, and an- 
other had severe vertigo. All patients had asthenia 
and jaundice, and 3 had marked edema. Three pa- 
tients were taken to hospital because of cardiac de- 
compensation, 2 because of psychic disturbances, 1 
because of vertigo, and 3 because of asthenia and 
marked perspiration. The patients were treated with 
liver extract, vitamin B,., other vitamins of the B com- 
plex, including folic acid, and large amounts of vitamin 
C. Iron sulfate was given by mouth as soon as a reticu- 
locyte crisis was observed. The treatment had a bene- 
ficial effect on all patients. The results of all tests re- 
turned to normal values. The author believes that 
pernicious anemia occurs almost exclusively among 
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senile subjects who subsist on a poor diet. Possible 
association of pernicious anemia with other diseases, 
such as gastric carcinoma, was not found. 


On 3 Cases of Hemorrhagic Diathesis After Massive 
Transfusions of Whole Blood. A. Innocenzi. Minerva 
anestesiol. 23:37-40 (Feb.) 1957 (In Italian) [Turin, 
Italy]. 


Hemorrhagic diathesis may occur after hemolytic 
transfusions (because of incompatibility of the blood 
groups or the Rh factor) and after massive and rapid 
transfusion of compatible blood. The author reports 
on 3 patients who had postoperative hemorrhage after 
massive and rapid transfusion of whole blood. The 
blood had been stored for less than 10 days and was 
taken from the blood bank of the hospital where the 
patients were treated. The test for compatibility and 
the platelet count were normal before the transfusion 
in 2 of the 3 patients. The patient’s coagulation and 
prothrombin time increased, and the platelet count 
decreased markedly 24 to 30 hours after the operation 
and transfusion. The author does not believe the op- 
eration was the cause of the hemorrhage. How the 
transfusion caused the hemorrhage was not deter- 
mined. Bacterial contamination of the blood trans- 
fused was ruled out because of the absence of the 
classic signs of intoxication. The constant diminution 
of the platelet count was a possible cause of the 
hemorrhage. Thrombocytopenia was present in all 
patients. 


Disseminated Lupus Erythematosus: Clinical Study of 
13 Cases. E.-C. Bonard, J. Jornod and A.-F. Muller. 
Rev. frang études clin. et biol. 2:262-289 (March) 1957 
(In French) [Paris]. 


Disseminated lupus erythematosus is not as rare as 
is generally believed. The authors observed 9 patients 
with this disease among 2,100 hospitalized patients. 
The histories of these 9 and of 4 other patients who 
were observed in the course of 6 months are described 
in detail. All but 1 of these 13 patients were women; 
this sex ratio agrees with that in most other reports, 
indicating that 90% of the patients with disseminated 
lupus erythematosus are women. The ages ranged 
from 18 to 66 years, but most of the patients were in 
the 3rd or 4th decade of life. The protean character 
of the clinical findings is in great contrast to the rela- 
tively constant biochemical findings. 

The disease is characterized essentially by a hyper- 
gammaglobulinemia with hypoalbuminemia. The ab- 
normal gamma globulins are of primary importance, 
because they apparently are the cause of the ac- 
celerated sedimentation rate, the disturbances in elec- 
trophoresis and in the colloidal chemistry, the false 
serologic reactions for syphilis, and the erroneous 
Widal reaction. There are also the numerous auto- 
antibodies, which cause leukopenia and the hemo- 
lytic anemias that are observed in the course of dis- 
seminated lupus erythematosus, and the positive 
Coombs test without clinically evident hemolysis. The 
antinuclear antibodies responsible for the L. E. phe- 
nomenon are also abnormal gamma globulins. By tak- 
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ing into account apparently unrelated points in the 
history and in the examinations and the dysprotein- 
emia, the diagnosis of disseminated lupus erythemato- 
sus can be considered and can then be confirmed by 
finding L. E. cells. Some of the case histories show 
that it is essential to rule out the many different con- 
ditions that may be simulated by the disease, such as 
alcoholic cirrhosis and typhoid. Disseminated lupus 
erythematosus is often associated with intercurrent 
infections and, at times, with septicemia, particularly 
in the terminal phases. Then it is necessary to assess 
what is due to the underlying disease and what is due 
to complications. The diagnosis of disseminated lupus 
erythematosus represents a supreme test for clinical 
judgment. 


Clinical Experience with Tetanus: 91 Cases. N. A. 
Christensen and D. L. Thurber. Proc. Staff Meet. 
Mayo Clin. 32:146-158 (April 3) 1957 [Rochester, 
Minn.|. 


A total of 91 patients received treatment for tetanus 
at the Mayo Clinic and associated hospitals from 1911 
through 1954. This number includes only those in 
whom the diagnosis was unquestionable. The pa- 
tients ranged in age from 18 months to 77 years, but 
24 were under 10 years, and 45 were under 20 years 
of age. Most of the patients were from rural regions, 
59 coming from farms. To neutralize the toxin, to 
eliminate the focus of infection, and to institute sup- 
porting measures are the chief factors in the manage- 
ment. Neutralization of circulating toxin is accom- 
plished by means of tetanus antitoxin, which is given 
both intravenously and intramuscularly as soon as the 
diagnosis is established. There is evidence that, once 
a sublethal dose of toxin has combined with the cen- 
tral nervous system, from 2 to 4 weeks is usually 
required for return of normal irritability. If the patient 
receives a lethal dose of toxin, death cannot be 
averted. The death rate was highest in patients with 
short incubation periods and with short intervals from 
onset to maximal severity. In 5 patients. 2 of whom 
died, tetanus developed despite the prophylactic use 
of tetanus antitoxin or toxoid. 

The surgical removal of the focus of infection is 
not discussed here, but, as regards the elimination of 
infection by nonsurgical means, the authors say that 
penicillin is the drug of choice, because it is effective 
against clostridia. Streptomycin and dihydrostreptomy- 
cin are used to increase the spectrum of antibiotic 
activity. Good nursing care is important. The in- 
creased metabolism incident to the convulsions de- 
mands adequate caloric and fluid intakes, and optima! 
sedation is required for the control of the spasms. 
Oversedation rather than undersedation has been the 
tendency in the past, but the authors found that tri- 
bromoethanol with amylene hydrate in retention 
enemas is most satisfactory in controlling the more 
severe spasms. Morphine is contraindicated because it 
is a respiratory depressant. Codeine is preferred for 
the control of pain. The use of curare in 7 patients 
gave disappointing results. The use of corticosteroids 
is being investigated in selected patients with severe 
tetanus to combat the exhaustion caused by prolonged 
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spasm and to suppress hypersensitivity in patients 
allergic to tetanus antitoxin. Experience in 5 patients 
has been encouraging. Forty, or 44%, of the 91 pa- 
tients died, but there has been some improvement. 
Whereas the case fatality rate for the decade ending 
1934 was 57%, it was only 27% (7 of 26 patients) dur- 
ing the decade 1945 to 1954. There was a definite 
relationship between the survival and the age of the 
patient; survival was highest in patients in the second 
(76%) and third (71%) decades of life. 


Pheochromocytoma: Study of Diagnostic Tests: Re- 
port of a Case. F. Pinto Lima, N. Moraes Barros Jr. 
and H. Hubner Franca. Rev. paulista med. 50:111-120 
(Feb.) 1957 (In Portuguese) [Sao Paulo, Brazil]. 


Pheochromocytoma is a rare and often fatal tumor. 
It causes attacks of paroxysmal hypertension, perma- 
nent hypertension, or a variety of general disorders. 
A woman, 37 years old, in the course of 2 or 3 years 
had transient attacks of acute sweating, which lasted 
for several days, attacks of paroxysmal hypertension, 
endocrine and metabolic disorders, and cardiovascular 
disturbances of the type of Raynaud’s disease. Her 
blood cholesterol level was normal. She had symptoms 
of hyperthyroidism, which did not respond to anti- 
thyroidal treatment. She was admitted to the hospital 
several times but was always discharged with the 
diagnosis of (1) chronic cholecystitis, (2) chronic 
nephrosis with malignant hypertension, and (3) chronic 
pyelonephritis with hyperthyroidism. The symptoms 
and the lack of response to antithyroidal treatment 
suggested pheochromocytoma. The Euler's test, show- 
ing marked increase of hypertension in cats after an 
injection of the patient’s urine obtained during an 
attack of paroxysmal hypertension, gave positive re- 
sults, An intramuscular injection of 25 mg. of chlor- 
promazine in the course of an attack of paroxysmal 
hypertension caused a sudden, rapid lowering of the 
patient's hypertension. A pneumopyelography showed 
that the left kidney was normal, but failed to visualize 
the right kidney. Several subsequent examinations 
confirmed the diagnosis of pheochromocytoma. 

Surgical exploration of the right renal region was 
performed. A tumor was found on the right supra- 
renal gland and was removed. It measured 50 by 40 
by 15 mm. and had the gross appearance of a pheo- 
chromocytoma. Histological examination proved the 
tumor to be a pheochromocytoma. All the symptoms 
rapidly disappeared after the operation, with the ex- 
ception of the symptoms of Raynaud’s disease, which 
disappeared slowly. Cure of the patient was com- 
plete. In this patient the first injection of the drug 
caused a sudden rapid lowering of paroxysmal hyper- 
tension. The lowering was so marked that it neces- 
sitated an injection of Veritol. After this the patient 
Was given doses of 25 mg. of chlorpromazine by mouth 
for 2 or 3 consecutive days at certain intervals. The 
attacks of paroxysmal hypertension appeared at in- 
creasing intervals and were milder after the treatment 
than before it. An injection of 25 mg. of chlorproma- 
zine was given to several other patients with severe 
hypertension. The lowering of their hypertension was 
sudden and marked but not so marked as that which 
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followed the injection in patients with pheochromo- 
cytoma. The authors believe, therefore, that chlor- 
promazine is of diagnostic and therapeutic value in 
pheochromocytoma and of therapeutic value in hyper- 
tension. 


Adrenocortical Failure Following Long-Term Steroid 
Therapy. J. N. Plumer and R. S. Armstrong. Arizona 
Med. 14:202-205 (April) 1957 [Phoenix, Arizona]. 


The authors present the histories of 3 patients, illus- 
trating that the corticosteroids may cause death from 
adrenocortical failure. The first patient, a 34-year-old 
man, had received 50 mg. of cortisone daily for 7 
months for a severe rheumatoid arthritis. At the time 
when arthroplasty was performed, cortisone therapy 
was discontinued. The patient died shortly after the 
operation, and autopsy revealed atrophy of the adrenal 
cortex. The pathologist ascribed the death to acute 
adrenal insufficiency. Fat embolism was also found. 
The history of this patient shows that a major opera- 
tion cannot be performed on a patient receiving corti- 
sone without first priming him with cortisone, lest 
irreversible shock due to adrenocortical failure result. 
While surgeons now generally take the necessary pre- 
cautions, it should be remembered that low adreno- 
cortical function may be present many months after 
the cessation of corticosteroid therapy. Patients giving 
a history of the use of these drugs should be given a 
Thorn test preoperatively, or, if time for the test is 
lacking, then priming with corticosteroids should be 
done. 

The second patient received a number of courses 
of cortisone therapy. An apparently mild infection 
developed, followed by coma, hyperthermia, and 
death. Autopsy revealed that the adrenal cortices 
were atrophied. The third patient, who was reluctant 
to discontinue cortisone therapy, was permitted to 
continue it despite the development of moon-face and 
an increasing osteoporosis. Here again a relatively 
mild infection produced coma, hyperthermia, and 
death. The authors call attention to the similarity of 
death in these last 2 patients and suggest that prob- 
ably intravenous administration of hydrocortisone in 
similar cases in the future might be of value in pre- 
venting death. Then, steps to stimulate the adrenal 
cortex may be tried. The problem presented is of 
more than academic interest in Arizona. Patients who 
suffer from diseases treated with the corticosteroids 
come to Arizona in large numbers because of the 
climate. A great many of them have been or are re- 
ceiving this type of therapy. The problem of adreno- 
cortical failure occurs more frequently than is gen- 
erally recognized. 


The Hidden Diabetic. R. Murphy. Connecticut M. J. 
21:306-311 (April) 1957 [New Haven, Conn.]. 


Experience has shown that many diabetics are com- 
pletely asymptomatic and, therefore, may be accurate- 
ly classed as “hidden diabetics.” Many of these belong 
to what may be called the prediabetic group. They 
have an inherited predisposition to diabetes and, 
given time and perhaps the fortuitous superposition 
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of diabetogenic factors, will become diabetic. Evi- 
dence seems to indicate that diabetes is inherited as 
a simple Mendelian recessive character. Persons with 
a family history of diabetes must be tested repeatedly 
throughout their lives. The incidence of diabetes in 
the older age group is greater than that in the popu- 
lation at large. Since the older diabetic patient is less 
likely to have significant diabetic symptoms than is 
the younger diabetic patient, a blood sugar test, in 
addition to the urinalysis, should be a routine part of 
the general examination. Assuming an inherent predis- 
position to diabetes, obesity may be a significant 
factor in precipitating the disease. The large group of 
obese diabetics in the early, reversible stage is the 
source of the largest percentage of hidden diabetics. 

It has been emphasized that in susceptible women 
a transitory diabetes occurs during pregnancy because 
of a temporary state of increased adrenal activity. In 
an attempt to determine whether women who have 
had numerous pregnancies might have an increased 
tendency to diabetes, 50 women, each of whom had 
had at least 10 pregnancies, were studied. Of these, 
27 had diabetes, 9 were potentially diabetic, and 14 
were nondiabetic. Although these data are not statis- 
tically valid because of the small number of patients, 
the woman who has had 10 or more pregnancies 
should be considered a diabetes suspect until proved 
to be nondiabetic. Since pregnancy is considered 
diabetogenic because of a temporary state of hyper- 
adrenocorticism, the possibility must always be kept 
in mind that the occasional occurrence of glycosuria 
in patients given cortisone may be the earliest evi- 
dence of a prediabetic state and that the endogenous 
production of adrenal steroids under stress, such as a 
surgical procedure, may bring to light a diabetic 
tendency otherwise unrecognized. Febrile states and 
infections without fever may greatly increase the de- 
mand for insulin, making such conditions good tests 
of the insulin-producing capacity of the pancreas. 
Hyperthyroidism, like fever, may serve as a glucose 
tolerance test. 

Of 126 patients whose records showed that a pre- 
vious urinalysis had shown a trace or questionable 
trace of sugar, 20 were discovered to have diabetes 
5 to 10 years and 10 more than 10 years after the 
recorded instance of transient glycosuria. The 2 com- 
monest predisposing factors appeared to be a family 
history of diabetes and obesity. This study would seem 
to indicate that the stress of an initial examination 
acted as a fortuitous test of potential diabetes in a 
significant number of patients. It suggests that any 
person who at any time shows a transient glycosuria 
should be kept under observation as a diabetic suspect 
for many years. The detection of the hidden diabetic 
patients calls for certain refinements of technique that 
are not necessary when a patient is initially seen with 
cardinal symptoms of the disease. The minimal re- 
quirement is a urinalysis and a blood sugar determina- 
tion performed | to 2 hours after a carbohydrate meal. 
To increase the accuracy of case finding, the standard 
3-hour glucose tolerance test is probably best but not 
always feasible. Further refinements are the cortisone- 
glucose tolerance test developed by Fajans and Conn 
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and Anderson’s 6-minute glucagon-free insulin test. 
Most important is the continued retesting of patients 
through the years with nonfasting blood sugar tests. 


SURGERY 


Pericardiolysis and Mitral Valvulotomy in a 4 Month 
Pregnant Patient. C. Carmilla. Boll. e mem. Soc. tosco- 
umbra chir, 17:687-697 (supp. to no. 7) 1956 (In Ital- 
ian) [Florence, Italy]. 


A 29-year-old patient in the 4th month of pregnancy 
was subjected to pericardiolysis and mitral valvulot- 
omy. At the age of 13 years, the patient had typhoid. 
After recovery from this disease, a valvular lesion 
diagnosed as mitral stenosis with insufficiency was 
made. Thereafter, every year the patient had to be 
taken to the hospital because of cardiac decompensa- 
tion. During the first pregnancy the patient suffered a 
severe decompensation and in the 7th month gave 
birth to a fetus that had been dead for several weeks. 
The symptoms recurred in a more severe form during 
a second pregnancy, and the patient consented to 
operation on the mitral valve rather than to interrup- 
tion of the pregnancy. The patient entered the hos- 
pital in fair general condition; the dyspnea was not 
marked, and there was no edema. Cardiac catheteriza- 
tion revealed the following pressures: right atrium 9 
to 10 mm. Hg, right ventricle 40 mm. Hg, and pul- 
monary artery 40 mm. Hg. Other routine tests gave 
normal results, and the diagnosis was definitely estab- 
lished as mitral stenosis with a slight concomitant 
insufficiency. The patient was operated 15 days after 
admission. During the operation, the patient received 
a transfusion of 500 cc. of blood and a 2% procaine 
solution. Twenty drops of a digitalis extract per day 
were given for several days after the operation. Fif- 
teen days after the operation, the patient was in good 
condition and was awaiting discharge from the hos- 
pital. Neither she nor the fetus incurred any observ- 
able injury, and a normal delivery was expected. The 
author believes that proper anesthesia and rapid 
execution of the operation can prevent reduction in 
the oxygen concentration of the blood, which would 
be fateful to the fetus. 


Pulmonary Resection for Tuberculosis: Analysis of 
1,376 Cases. Huang Chia-Ssu, Liang Ch’i-Shen, Shih 
Mei-Hsing and Ku K’ai-Shih. Chinese M. J. 75:171-180 
(March) 1957 (In English) [Peking, China]. 


A series of 1,376 patients were subjected to 1,378 
resections for pulmonary tuberculosis between 1947 
and 1955. The 450 operations performed for tuber- 
culous bronchitis included 57 for tuberculous bronchi- 
ectasis, 295 for bronchial stenosis and atelectasis, 56 
for tension cavities, and 42 for bronchial stenosis or 
ulceration. Other indications for resection were total 
destruction of 1 lung either by extensive fibrocaseous 
lesions or by multiple cavities, failure to improve after 
thoracoplasty, thick-walled cavities, cavities in the 
lower lobes, tuberculomas, tuberculous cavities with 
secondary infection, cavities in the upper lobes, and 
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caseous foci. Pneumonectomy, lobectomy, segmentec- 
tomy, wedge resection, and multiple resections were 
performed. Intratracheal or intrabronchial ether-oxy- 
gen anesthesia was used in all except 1 of the pa- 
tients. Penicillin, streptomycin, and isoniazid were 
given routinely before and after operation. There 
were 44 operative and postoperative deaths. This 
number (3.2%) includes all patients who died before 
discharge from the hospital. The case fatality rate 
gradually decreased from 10.7% in 1947 to 1.4% in 
1955. The most frequent postoperative complication 
was empyema, which occurred in 6.6% of the patients; 
spread or exacerbation of tuberculosis occurred in 4% 
of the patients. Of 1,170 patients who could be fol- 
lowed up, 1,090 obtained satisfactory results. The re- 
sults were unsatisfactory in 60 patients, who still had 
either active lesions or residual empyema. In 20 pa- 
tients, inadequate time had elapsed to judge the op- 
erative result. 


Clinical and Morphologic Investigations on 500 
Bronchial Carcinomas. I. Zadek and K. H. Loock. 
Deutsches med. J. 8:122-127 (March 15) 1957 (In Ger- 
man) [Berlin]. 


The authors reviewed the records of 500 patients 
with bronchial carcinoma. Histological verification 
was possible in 364 (72.8%) of the cases. This number 
included 253 cancers with largely undifferentiated 
and 103 with differentiated epitheliums and 8 alveolar 
cell carcinomas. The 253 undifferentiated forms in- 
cluded 196 small cell carcinomas and 57 polymorpho- 
cellular carcinomas. The 103 differentiated cancers 
included 89 squamous cell carcinomas and 14 adeno- 
carcinomas. More carcinomas were located in the 
right (52.6%) than in the left lung (47.4%). Localiza- 
tion in the right lung was as follows: main bronchus 
6%, upper lobe 27.4%, middle lobe 3.6%, and lower 
lobe 15.6% and in the left lung: main bronchus 6.6%, 
upper lobe 26.2%, lingula 2%, and lower lobe 12.6%. 

Hemoptysis oceurred in 219 (43.8%) of the series. 
Further analysis of these 219 cases revealed that, 
whereas localization played no part in the causation 
of the hemorrhage, small cell carcinomas bled more 
often than the squamous cell carcinomas. Tumor dis- 
integration and intrabronchial distension seem to play 
an essential role in the causation of hemoptysis. 

In patients with undifferentiated cancers and in 
those with alveolar carcinomas, the temperature was 
usually normal. Fever associated with an increased 
sedimentation rate often accompanied disintegration 
of carcinoma and abscess formation. Paralysis of the 
phrenic nerve occurred chiefly in the presence of in- 
operable tumors that had already metastasized; the 
tumors in question were mostly in the upper lobe of 
the left lung. Paralysis of the recurrent laryngeal nerve 
occurred in 27 patients, and in 11 of these patients 
autopsy revealed that metastases had invaded either 
the mediastinum or the mediastinal lymph nodes. In 
44 of the 500 patients, carcinoma was associated with 
tuberculosis. The tuberculosis usually preceded the 
development of the carcinoma. Operations were per- 
formed on 80 patients, but, in 15 of these, only an 
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exploratory thoracotomy was done, because the lesion 
proved to be inoperable. Patients with squamous cell 
carcinoma predominated among those operated on. 


Two Hitherto-Unrecognized Causes of Gynecomasty. 
A. Altieri and F. Sorrentino. Riforma med. 71:233-235 
(Feb.) 1957 (In Italian) [Naples]. 


The authors describe 11 patients with gynecomasty 
due to 2 hitherto-unrecognized causes. Nine of 40 
patients with carcinoma of the prostate treated with 
pineal extracts had bilateral gynecomasty. The au- 
thors suggest that the gynecomasty was either the 
result of testicular atrophy and, hence, of the diminu- 
tion of circulating androgens or the result of the in- 
direct effect of pineal hormones. Clinical findings 
were similar in all 9 patients and included hyperpig- 
mentation of the mammary areola, with enlargement 
of the mammary gland and pain or tenderness in the 
breast. The mammary enlargement in some patients 
occurred simultaneously with an increase of the fat 
in the mammary region. The gynecomasty did not 
cause excessive discomfort. The patients were treated 
with the equivalent to 1 Gm. of fresh gland per day. 
Two of 5 patients with tumor of the prostate treated 
with testosterone and an heterologous protein de- 
veloped bilateral gynecomasty. The authors noted 
that the gynecomastic effect of this antiandrogenic 
agent was not constant, and, therefore, the gyne- 
comasty developed not only because of an imbalance 
in the androgen/estrogen relationship but because of 
the presence of some unknown factor. The authors 
believe that gynecomasty is not a contraindication to 
treatment of malignant neoplasia of the prostate with 
pineal extracts or antiandrogenic agents. 


Experiences with the Krukenberg Plastic Operation. 
R. Y. Sung. Chinese M. J. 75:212-216 (March) 1957 
(In English) [Peking, China]. 


The loss of both hands is extremely disabling. The 
operation described by Krukenberg in 1917 consisted 
of splitting the forearm between the ulna and radius 
in such a way that the two bones can be opened and 
closed like a pair of forceps. The author and his asso- 
ciates performed 9 Krukenberg operations on 7 pa- 
tients. While Krukenberg made a U-shaped incision 
longitudinally around the end of the forearm, the 
author, in order to cover the opposite surfaces of the 
radial and ulnar stumps with enough skin from the 
forearm and also to avoid suture lines at the contact 
surfaces, made the incisions as follows: In 6 patients, 
an L-shaped incision was made first on the volar sur- 
face close to the ulna, and then a similar incision was 
made on the dorsal surface close to the radial side. In 
1 patient, a multiple Z-shaped incision was made on 
both surfaces. With these modifications a better sensa- 
tion in the 2 stumps of the forearm was maintained. 
The incision on the volar surface was deepened to 
separate the flexor digitorum sublimis into a radial 
and an ulnar moiety. The median and ulnar nerve were 
dissected out and cut short, taking care not to damage 
their branches supplying the muscles, which were to 
be used. The flexor pollicis longus and the flexor digi- 
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torum profundus were resected as much as possible, 
in order to make the 2 stumps of the fork-like forearm 
less bulky and easier to cover with skin. The interos- 
seous membrane was split throughout its length with 
a gap of 12 cm. between the ends of the radius and 
the ulna. The radial moiety of the flexor sublimis was 
sutured to the flexor carpi radialis, and the ulnar 
moiety to the ulnar flexors. The extensors were simi- 
larly sutured into radial and ulnar groups. 

The author dispensed with Krukenberg’s practice 
of removing 1 cm. from the ends of both bones. After 
commenting on the closure, he says that this operation 
was not favored by British and American surgeons, 
because they regarded the stump as unsightly. While 
the author admits this, he believes that the Kruken- 
berg stump is no more unsightly than the widely used 
hook. Furthermore, the Krukenberg “hand,” unlike an 
artificial hand, not only is able to grasp things but also 
has normal sensory function. For a patient who cares 
more for appearance, a cosmetic hand, though of no 
functional value, will give more satisfaction, but for 
the patient who cares more for utility, a Krukenberg 
hand is better. Cineplastic procedures may produce 
excellent results both in utility and appearance, pro- 
vided the surgeon can get the cooperation of an intelli- 
gent prosthetist. However, in the absence of the latter, 
the Krukenberg procedure is often the operation of 
choice. The author believes that this operation should 
be performed only in patients who have lost both 
hands. For l-armed patients it is not advisable, espe- 
cially when they have become accustomed to the use 
of 1 hand. After a Krukenberg operation, all patients 
were fitted with cosmetic hands to be worn on social 
occasions. 


Changes in the Therapy of Fractures of the Head of 
the Humerus. G. Ostapowicz and R. Koch. Arch. klin. 
Chir. 285:38-53 (No. 1) 1957 (In German) [Berlin]. 


Of 490 patients with fractures of the head of the 
humerus treated between 1945 and 1954, 106 were 
hospitalized. During the first 5 years of this decade, 
immobilization bandages were used most frequently 
with the aid of an abduction splint or abduction casts. 
Immobilization of well-impacted fractures or fractures 
with slight dislocation was carried out for 3 or 4 
weeks with Desault’s bandage. Extension splints were 
used for complicated fractures. The humeral triangle 
was used in only 2 patients. In the second 5 years a 
functional method of treatment was first practiced for 
impacted fractures and for those with moderate dis- 
location when the fracture surfaces were still in con- 
tact. Later, the indications were extended, and the 
method was used also for fractures with extensive 
dislocation. This method consists of early resumption 
of the active function of the fractured arm. The frac- 
tured extremity is immobilized with the aid of De- 
sault’s bandage for 7 days only, and, on the 8th day, 
active movements of the shoulder joint are resumed. 

Reduction was carried out in 51 fractures between 
1945 and 1949 and in 16 fractures between 1950 and 
1954. Open reduction was performed in only 1 patient, 
since the introduction of the functional method of 
treatment, as compared to 8 patients who were so 
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treated before the introduction of the functional treat- 
ment. Of the 8 patients, treatment consisted of wire 
loops in 2, nailing in 4, removal of the head of the 
humerus in 1, and transplantation of a tibial graft in 1. 
The average duration of treatment in patients who 
were given functional therapy was 67.7 days, while it 
was 105.9 days in those treated by immobilization. 
Although the average duration of treatment was 6 
weeks shorter, the patients were able to move the arm 
more freely. Follow-up examinations were carried out 
in 75 patients in an attempt to determine the perma- 
nent results of treatment. Of 22 patients treated by 
immobilization, 13 (55%) had obtained free mobility, 
while 43 (80%) of the 53 patients treated by the func- 
tional method had obtained free mobility. 


Long-Lasting Traumatic Aneurysms and Their Surgi- 
cal Treatment. O. B. Milonov. Khirurgiya 33:38-45 
(No. 1) 1957 (In Russian) [Moscow]. 


The author reports observations on 47 patients (45 
men and 2 women) in whom aneurysms of the periph- 
eral vessels had persisted for from 6 to 16 years. These 
persistent aneurysms cause serious disorders that be- 
come manifest in local circulatory and cardiac dis- 
orders. Oscillography and angiography are important 
in the diagnosis of these aneurysms. Treatment must 
be surgical. Teleroentgenograms of the heart and of 
parts of the heart were made before and after the 
operation. In selecting the surgical method the authors 
were governed by the principle of preserving the 
patency of the blood vessels. They performed 29 such 
operations; ligating operations were performed on 17 
patients. In 21 patients, they used lateral vascular 
suture; in 13, transvenous suture; in 7, sutures inside 
the aneurysmal sac; and in 1, external lateral suture 
(after excision of the aneurysm). In 11 patients the 
vein was ligated during transvenous suture, and in 2 
lateral suture was also applied on the venous walls. 
The surgeon must take into account the dystrophic 
vascular changes resulting from the formation of an 
aneurysm, that is, the arterialization of the veins and 
the venization of the arteries. After the resection of 
the aneurysm, the circulatory disorders caused by its 
long persistence are lessened or disappear completely. 


Radiodermatitis Occurring in Surgeons and in Their 
Patients. C. Dufourmentel. Mém. Acad. chir. 83:271- 
284 (March 6 and 13) 1957 (In French) [Paris]. 


This report is limited to 100 operations done for 
radiodermatitis since 1952 and leaves out about 50 
cases in which operation was not considered neces- 
sary. Most of the 100 cases followed treatments with 
x-rays or radium, but 21 followed radioscopy or 
radiography. Three of the patients were surgeons, 
and 7 were the patients of surgeons. One surgeon, 
after using fluoroscopy for 2 years for setting fractures, 
removing foreign bodies, and diagnosing gynecologi- 
cal diseases, developed telangiectases, hyperkeratoses, 
and fragility of the nails. These changes were espe- 
cially severe on the 2nd and 3rd fingers of the right 
hand, but they were interpreted as an allergy either to 
talc or to rubber, and the radiologic activities of the 
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surgeon continued until the correct diagnosis was 
made a year later. A nonhealing fissure developed; the 
hand was deformed by the spontaneous rupture of an 
extensor tendon, and the failure of skin grafts made 
several amputations necessary. Another surgeon con- 
tinued to make radioscopic examinations, despite the 
development of swelling and erythema of the fingers, 
until the diagnosis of radiodermatitis was made. Two 
amputations with skin grafting gave relief from pain 
and disability. 

The facts elicited in these 100 cases showed that 
the use of x-rays by surgeons accounted for about 
10% of all cases of radiodermatitis, that radioderma- 
titis occurring among surgical patients has frequently 
been overlooked, that surgeons have often lacked 
radiologic training and have not appreciated the haz- 
ards especially of portable equipment, that current 
publications sometimes recommend dangerous pro- 
cedures without including necessary warnings, and 
that the treacherous nature of radiodermatitis is not 
always understood. In 2 of the author's patients, 
necrotic ulcers developed 35 and 38 years, respec- 
tively, after the initial exposure to radiation. The 
treatment of the lesions of radiodermatitis must be 
based on the principle that the danger may be on the 
surface, but the cause lies deep, so the affected area 
affords a poor foothold for grafts. The prevention of 
radiodermatitis deserves serious consideration, and, 
in the opinion of the authors, all manipulations under 
the fluoroscope by the surgeon should be proscribed. 


Treatment of the Post-thrombotic Leg. R. W. Buxton. 
Maryland M. J. 6:139-151 (March) 1957 [Baltimore]. 


Because of the known valvular incompetence of 
veins that exists after an episode of venous thrombosis 
and subsequent recanalization, 72 patients were sub- 
jected to deep venous ligations. Of these, 6 died of 
unrelated disease. Of the remaining 66, ligations of 
the inferior vena cava were made in 9, of the common 
iliac veins in 2, of the common femoral veins in 13, 
of the superficial femoral veins in 32, and of the 
popliteal veins in 10. Five of the 10 patients whose 
popliteal veins were ligated had bilateral operations. 
Thus a total of 71 veins were ligated for chronic post- 
phlebitic states. Follow-up observations were made 
for 6 to 12 years (average 8). An effort was made to 
remove superficial varices when they were present, 
and leg ulcers were excised and skin grafts were ap- 
plied to the defect when necessary. 

The best results were apparent in 80% of healed 
ulcers after ligation of the popliteal vein, but each of 
these patients contributed to his or her own success 
by persistent and conscientious care of the extremity 
during this follow-up period. The conclusion reached 
is that deep venous ligation has little to recommend 
it as an indiscriminately used method of therapy in 
patients with the post-thrombotic syndrome. It may 
be used in a few carefully selected patients, in whom 
it may be a useful adjunct to such measures as lumbar 
ganglionectomy, removal of the incompetent saphe- 
hous system, and excision and skin grafting of large, 
chronic ulcers. Support for this observation is not 
forthcoming from any of the studies of venous pres- 
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sure levels on patients after such ligations, but the 
clinical experience reported by some other surgeons 
and, to a small extent, the late results in the present 
series suggest that by careful selection such operations 
may be helpful and justified. 

There seems to be more reason for the scrupulous 
avoidance of edema through bed rest with leg eleva- 
tion or suitable bandaging and through the pre- 
vention or correction of the further complications by 
the removal of associated incompetent secondary 
varicose veins by lumbar sympathectomy, by neu- 
rectomy, and by skin grafting. Luke’s suggested “new 
way of life,” seems to be a worthy approach to pre- 
vention. It includes such measures as wearing elastic 
stockings from the time of getting out of bed until 
retiring, not standing for more than 30 minutes with- 
out sitting down for 15 minutes and elevating the 
leg to a 45-degree angle, whenever sitting down ele- 
vating the leg, at night raising the foot of the bed 
about 6 in., applying a bland cold cream to the 
affected skin at night, avoiding irritation to the in- 
volved leg, especially in respect to sunburns and hot 
water bottles, and being careful to prevent bumping, 
bruising, or scratching of the affected leg. 


Results of Surgery in Treatment of Cancer of the 
Large Intestine. F. G. Smiddy and J. C. Goligher. 
Brit. M. J. 1:793-796 (April 6) 1957 [London]. 


Of 485 patients with carcinoma of the colon who 
were operated on between 1938 and 1943, the tumor 
was resectable in 127 (26.2%), and 24 of these died, 
giving an operative death rate of 18.8%. Of 1,159 
patients with carcinoma of the rectum and colon who 
were operated on between 1947 and 1955, resection 
of the tumor was performed in 638 (55%), and 71 of 
these died, giving an operative death rate of 11.1%. 
About 80% of the growths in both groups of patients 
were in the rectum or sigmoid, and the improvement 
in the resectability rate in the second series was due 
almost entirely to the more radical management of 
carcinomas in these sites during the latter period. 
The resectability of carcinomas of other parts of the 
large intestine remained much the same in the 2 
periods of time. 

The reduction in the immediate death rate after 
radical resection during the second period is attrib- 
uted mainly to better control of fluid and electrolyte 
balance and to the use of antibiotics. Of 59 patients 
who underwent emergency operations between 1938 
and 1943 for acute intestinal obstruction caused by the 
carcinoma, 32 (54%) died; of 231 patients who under- 
went such operations between 1947 and 1955, 54 
(23.4%) died. The improvement in the results of emer- 
gency operations may have been due in large measure 
to the above mentioned factors also but was probably 
referable in part to changes in the choice of operation, 
namely, the greater use of transverse colostomy in- 
stead of cecostomy for obstructed growths of the de- 
scending colon. The high death rate from perforation 
of the colon with resulting peritonitis has remained 
virtually unchanged, making this still a most fatal 
complication of cancer of large intestine. 


eat- 
vire 
who 
le it 
ion. 
is 6 
out 
lity, 
i 
ME 
45 
iph- 
1ese : 
be- 
tant 
nust 
of 
ular 
i 
side 
ture 
ms 
alls. 
i 
phic 
and 
of 
tely. 
heir 
for 
t 50 
>ces- 
with 
Ons, 
eon, 
logi- 
oses, 
ri ght 
er to 


1392 MEDICAL LITERATURE ABSTRACTS 


Chest Injuries: Analysis of 365 Cases. T. W. Jones. 
Northwest Med. 56:431-434 (April) 1957 [Seattle]. 


Of 365 patients with chest injuries observed be- 
tween 1948 and 1954, the injuries were due to auto- 
mobile accidents in 120 (32.8%). Falls at home or at 
work accounted for most of the injuries. About 75% 
of the patients sustained fractures of 1 or more ribs. 
Complications involved a combination of hemothorax, 
pneumothorax, and subcutaneous emphysema in most 
of the patients. Associated injuries varied from simple 
fractures of the extremities to severe head injuries. 
Of the 365, 51 died, giving a case fatality rate of 
13.9%, Seventy-eight per cent of the patients who died 
had either a head injury or a crush injury of the chest. 
Those who died were between the ages of 10 and 89 
years. The time interval between injury and death 
ranged from a few minutes to 29 days. Of the 51 pa- 
tients who died, 35 (68.6%) died within the first 24 
hours and 49 (92.2%) died within the first week after 
the injury. 

Comparison of the type of thoracic injury in this 
series with that in others observed before 1920 showed 
that the numerical ratio of simple to complex chest 
injuries was reversed while the case fatality rate of 
the complex injuries remained fairly stable. Improve- 
ment in case fatality rates for the more severely in- 
jured patients rests in fulfillment of the following 
requirements: early surgical and medical treatment, 
adequate facilities for the expeditious care of severely 
injured persons, adequately trained and qualified per- 
sonnel available at all times, readily available whole 
blood for transfusion, and adequate and early anti- 
biotic therapy. The greater use and speed of the 
automobile was primarily responsible for the increas- 
ing number and severity of chest injuries. Physicians 
should be aware of the extensive number of possible 
complications of thoracic and associated injuries, if 
they are to treat these patients properly. 


Craniosynostosis: Eighteen Cases. M. A. Rebollo and 
M. T. Sande de Garcia. Acta neurol. latinoam. 2:222- 
231 (July-Sept.) 1956 (In Spanish) [Buenos Aires]. 


Craniosynostosis is a rare cranial] anomaly that is 
due to premature partial or complete closure of one 
or more of the cranial sutures. It causes intracranial 
pressure, which might cause pressure on the optic 
nerve, atrophy of the optic papilla, and retardation of 
mental development. It is associated with ocular, 
facial, extremital, and other anomalies. Its cause is 
unknown. The type of cranial anomaly (scapho- 
cephaly, acrocephaly, trigonocephaly, oxycephalia, or 
plagiocephaly) depends on the location of the prema- 
turely closed suture or sutures. The primary symp- 
toms are those associated with the cranial deformities. 
The most prominent secondary symptoms are exoph- 
thalmus (which may cause displacement of the ocular 
globe) and atrophy of the optic papilla. A clinical 
diagnosis is made by the presence of the anomaly, the 
thickness of the closing sutures felt on palpation, and 
the absence of the fontanels. An early roentgenogram 
of the cranium shows the stage of the anomaly. In the 
early stage of compensation, the sutures are not en- 
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tirely closed and operation may cure the patient. A]- 
though the operation should be performed as early as 
possible (preferably before the infant reaches 3 months 
of age), it is also indicated in late cases. Although in 
late cases the cranial deformity is not improved by 
operation, the symptoms of intracranial pressure are 
relieved and mental retardation is prevented. The 
author reports 18 cases, 13 in boys and 5 in girls. Most 
of the patients were between the ages of 4 months 
and 5 years when first seen for this condition. The 
type of cranial deformity was brachicephaly in 9 pa- 
tients, scaphocephaly in 5; and in the other 4 more 
than 1 of the sutures had prematurely closed. Two 
of the patients had multiple anomalies. All the pa- 
tients were neurologically normal, except 1 who had 
hemiparesis from obstetrical trauma. Electroenceph- 
alograms of 11 patients were taken. They showed 
changes of focal cerebral lesion in 4 patients. The IQ 
was normal in 9 of these patients and low in 2. The 
operation consisted of lineal craniectomy. The results 
were satisfactory, except in 1 patient who died. 
Autopsy showed that he had a pale, greatly edema- 
tous brain. Complications consisting of subcutaneous 
hematoma in 3 patients, and suppuration in 2 were 
controlled. Follow-up observations showed marked 
improvement in the development of the shape of the 
patients’ head and complete correction of abnormal 
cranial prominences. 


Therapy of Severely Burned Patients: Eleven Years 
Study at the University of Minnesota. C. R. Hitchcock 
and S. Horowitz. A. M. A. Arch. Surg. 74:485-499 
(April) 1957 [Chicago]. 


In a series of 170 burned patients, 139 had third 
degree burns. A total of 385 skin-grafting procedures 
and 64 additional operations were performed for com- 
plications and sequelae. The mortality among the 31 
patients with first and second degree burns was 9.7%. 
These deaths were all in infants under one year of age. 
In the group of patients with third degree burns, there 
were 17 deaths, or a mortality of 12.2%. The mortality 
rate for the entire series was 11.7%. When the patients 
with third degree burns were divided into groups 
according to the per cent of body surface burned, it 
became apparent that there was a significant number 
of survivors in the more extensively burned group. An 
analysis of the 15 deaths in patients with third degree 
burns covering 15% or more of the body surface re- 
vealed a somewhat higher mortality in the extremes 
of life. Only 2 deaths were attributed to shock, and 
both of these patients were infants. Infection was a 
major cause of death in 4 of the 17 patients, and it was 
a contributing factor in 1 additional patient. It is 
essential to reduce the extensive protein drains on the 
body and to reduce the period of time during which 
the liver is subjected to various insults. 

The formula for electrolyte, fluid, and colloid re- 
placement, as published by Evans and Purnell in 1952. 
has been most effective. The plan of replacement 
therapy recommended by the Brooke Army Hospital 
unit has proved to be somewhat high in electrolyte 
replacement. The replacement program currently fol- 
lowed by the authors calls for 1 cc. of colloid solutions 
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per 1% of body surface burned per kilogram of weight 
(one-third to one-half of this amount to be given as 
whole blood), 0.75 to 1 cc. of electrolyte solution per 
1% of body surface burned per kilogram of weight, 
and 1,000-2,000 cc. of dextrose in water. A classic 
picture of water intoxication was observed in a severe- 
ly burned patient receiving no electrolyte solution 
during the first 24 hours of replacement therapy. This 
patient had a serum sodium level of 110 mEq. per 
liter 24 hours after receiving the trauma. She recov- 
ered from water intoxication when she was given 
hypertonic sodium chloride solution. The fluid and 
electrolyte replacement must be well balanced. Over- 
treating burned patients with excessive amounts of 
sodium involves dangers. In treating the burned area 
itself, the author learned the value of the completely 
open method of management without recourse to 
initial débridement or cleansing of the burned areas. 
About 3 weeks after injury, when the eschar begins to 
separate spontaneously from the deeper, viable tissue. 
débridement and immediate grafting with both homo- 
grafts and autografts have been highly successful. 


An Accident Involving the Suction of a Human Sub- 
ject into an Airplane Turboreactor. R. Demarty. Lille 
chir. 11:286-288 (Nov.-Dec.) 1956 (In French) [Lille, 
France]. 


Continuing mechanization leads to new diseases 
and accidents, and, with the increasing use of reactors 
in aircraft, suction injuries to civilians and soldiers 
may become more frequent. The author’s patient, a 
soldier at an airbase in Algeria who was sucked in by 
the whirling reactor of an F-86, fortunately escaped 
with no more than a closed fracture of the middle 
third of the left humerus, a few superficial wounds in 
the left malar region and the right hemithorax, and a 
bilateral subconjunctival hemorrhage. Others have 
been less fortunate. A detailed study of 15 suction 
accidents made by Belgian military physicians showed 
that death occurred immediately in 7 of the victims 
and on the 20th day after the accident in an 8th victim. 

The speed of the air current entering the diffusing 
chamber of a turboreactor turning at cruising speed at 
a fixed point is of the order of 400 km. per hour. A 
partial obstruction to the entrance of the air produces 
an acceleration that may attain or exceed 1,000 km. 
per hour. The force applied to the surface of the 
human body engaged in the reactor is therefore great. 
Knowing that the opening is traversed by 1 kg. of air 
per second, for 45 kg. of thrust, it may be calculated 
that a person caught by an F-86 sustains a suction 
current ranging from 60 to 90 cu. m. a second, accord- 
ing to the speed of the turbine at the time of the 
accident. The acceleration of the body in the center 
of the air current may be great, and, besides this, the 
soft tissues and the organs communicating largely with 
the exterior are subjected to a phenomenal suction 
force. Experience has proved, however, that exposure 
to such a current for 20 seconds is not sufficient to 
cause death, which, if it occurs, is due to the injuries 
caused by being crushed against the mouth of the 
inlet or against the back of the diffusing chamber. 
Injuries of this last type are almost always cranial, and 
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they result in immediate death. The persons who have 
survived these accidents were all checked in their 
course, either by their size and weight or by reflex 
defense movements. Some even had time to cling to 
the edge of the inlet opening. 

The comparative benignity of the lesions presented 
by the survivors—the almost complete absence of 
shock, the return of consciousness as soon as the re- 
actor is stopped, and the lack of serious cardiac or 
pulmonary damage—constitutes an interesting subject 
for investigation. Personnel stationed at airfields, how- 
ever, should be put on their guard against the dangers 
of suction accidents, even though death is not the 
inevitable result. 


NEUROLOGY & PSYCHIATRY 


Epilepsy and Mitral Stenosis. C. G. Baker and T. R. L. 
Finnegan. Brit. Heart J. 19:159-163 (April) 1957 |Lon- 
don]. 


It has been observed that the incidence of epilepsy 
is higher in those with rheumatic heart disease than 
in the general population. One of the several explana- 
tions for this was advanced by Bruetch in 1942. He 
found that epilepsy occurred in patients who had 
rheumatic heart disease and evidence of multiple 
cerebral infarctions at autopsy, with histological 
changes that he interpreted as due to rheumatic arteri- 
tis. The authors noted the concurrence of epilepsy 
with mitral stenosis among patients who were referred 
to Guy's Hospital for the surgical treatment of mitral 
stenosis. They present observations on 22 patients in 
whom the 2 conditions were combined. It is estimated 
that these patients were from a group of about 600 
who were seen with mitral valve disease and who 
represented a selected group as regards severity be- 
cause most of them were referred with surgical treat- 
ment in view. There were 15 women and 7 men, and 
the ages when first seen ranged from 19 to 47 (average, 
34) years. The age at onset of the epileptic attacks 
ranged from 19 to 47 (average, 32) years, which is a 
late onset for idiopathic epilepsy. The absence of a 
family history of epilepsy in all but 1 of the patients, 
the late onset, and the fact that they followed dis- 
ability from mitral disease, all suggest that the fits are 
a direct consequence of that condition. When the 
authors first noted this association they considered 
that the epilepsy was due to or followed a cerebral 
embolism. 

Embolism from mitral disease is most likely to 
occur with (1) the onset of atrial fibrillation, which 
favors thrombus formation in the left atrium and 
atrial appendage; (2) mitral valvotomy, in which clots 
may be detached at operation or soon after; and (3) 
tight mitral stenosis and high atrial pressures—par- 
ticularly if there is extreme rigidity or calcification of 
the valve—where clots may form and be detached 
even when the rhythm is regular and when there is 
no operative interference. The tabulated data on the 
22 patients suggest that in 20 of them the epilepsy was 
due to previous cerebral emboli. The recognition that 
fits may occur as the result of cerebral embolism, 
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whether clinically obvious or not, has practical advan- 
tages. Several of the authors’ patients were suspected 
of having multiple attacks of embolism, when in fact 
the repeated attacks were epileptic and due to a 
previous cerebral embolism. Of practical importance 
to the patients was the fact that the fits had all been 
considered to be “heart attacks” due directly to their 
mitral disease, and not one of them had been given 
sedative treatment to control their epilepsy. When 
this diagnosis was made and the appropriate treat- 
ment was given, there were no further fits except in 4 
patients, and in 2 of these a fit occurred only in the 
postoperative period, when sedation had been tem- 
porarily discontinued. 


Neuropathological Study of Prefrontal Lobotomy. 
S. Yokoi. J. Neuropath. & Exper. Neurol. 16:251-260 
(April) 1957 [New York]. 


Degeneration of association fibers in the cerebrum 
occurred in 7 patients, 6 men and 1 woman between 
the ages of 25 and 82 years, with schizophrenia, senile 
psychosis, and imbecility who had undergone pre- 
frontal lobotomy. Degeneration was traced with the 
aid of Holzer’s staining method for demonstrating glial 
tissue. Gliosis of a fasciculus in preparations so stained 
does not always represent its degeneration, but, if 
demyelinization or fat granule cells are found in the 
same place as the gliosis, it is certain that the fascicu- 
lus is secondarily degenerated. The patients whose 
brains were examined had survived the operation for 
periods of from 55 days to 6 years. 

The superior longitudinal fasciculus was traceable 
from the operative lesion to its termination in the 
occipital lobe, both ipsilaterally and contralaterally. 
In 2 brains on which unilateral prefrontal lobotomy 
had been performed, gliosis was clearly seen extending 
across the corpus callosum to the opposite occipital 
lobe. Glial proliferation likewise was observed along 
the uncinate fasciculus from the lesion of the inferior 
frontal white matter to various parts of the temporal 
lobe. These included the temporal pole, amygdaloid 
nucleus, and various cortical areas slightly more pos- 
teriorly. Five brains showed gliosis of the cingulate 
fasciculus, and in 2 demyelinization of this tract could 
be seen. The loss of myelin appeared to be progressive 
and of long duration. Gliosis in the inferior longitudi- 
nal fasciculus was followed from the uncinate fascicu- 
lus, anterior commissure, and external capsule. Thus, 
an intimate connection between the frontal and tem- 
poral lobes seems to be established. Gliosis in 
Ammon’s horn was apparently secondary to olfactory 
nerve degeneration. Degeneration in the dorsomedial 
nucleus of the thalamus followed the frontal lesions in 
about the same pattern as reported by other authors. 

These observations suggest that frontal lobe lesions 
caused degeneration and gliosis of the superior and 
inferior longitudinal fasciculi, the cingulate fasciculus, 
and the uncinate fasciculus, as well as frontothalamic 
projection fibers and the dorsomedial thalamic nu- 
cleus. The superior longitudinal fasciculus is appar- 
ently a partially crossed pathway. A chronic demyelin- 
ization of the cerebral white matter, apart from the 
above tracts, was seen in 2 of the brains examined. 


J.A.M.A., July 20, 1957 


Pair of Twin Sisters Observed in Aarhus Hospital for 
the Insane from 1860 to 1872: Historical-Psychiatric 
Study on Concordant and Discordant Relations in 
Manic Conditions in a Presumably Uniovular Pair of 
Twins. N. Juel-Nielsen. Bibl. leger 148:253-271 (No. 
5) 1956 (In Danish) [Copenhagen]. 


Juel-Nielsen discusses the reports written by Selmer 
on a pair of insane twins treated at intervals from 
1860 to 1872. One twin was admitted 3 times after the 
age of 19 and the other, twice after the age of 21, for 
total periods of about 4 and 10 years respectively. The 
points of similarity in their psychotic states leave little 
doubt that the condition was the same in both cases. 
The course and duration differed, but the end-result 
was the same. The sisters were discharged as “not 
cured,” and they could not be resocialized. They spent 
the rest of their lives in the poor-house. Charlotte died 
at the age of 76; Georgine lived to be 86. Selmer’s diag- 
nosis “mania” is believed to be close to the condition 
described today by this term. The twins, who were 
identical, had a manic-depressive psychosis with pe- 
riodic manic phases. Manic-depressive psychosis de- 
pends on genetic factors, with presumably a simple 
dominant inheritance. Exogenic factors play a part in 
the manifestation. Cases of discordant uniovular twins 
are primarily of interest when a disease ascribed to 
both hereditary and other factors runs a different 
course in genetically identically equipped twins. Only 
exogenic factors in the milieu can explain the origin 
of the discordance. 


Chromosomal Sex and Psychosexual Adjustment: I. 
Report: Homosexual Men. T. Liiers and J. H. Schultz. 
Arztl. Wehnschr. 12:249-254 (March 22) 1957 (In Ger- 


man) [Berlin]. 


A blood-morphologic diagnosis of sex was made 
according to Davidson and Smith’s technique—by 
blood smears colored with Pappenheim’s stain that 
were obtained from 3 homosexual men, between the 
ages of 50 and 53, who were seen in private physchi- 
atric practice. The 3 patients represented a character- 
istic type of male homosexual, i. e., they were sensitive, 
easily offended, artistically inclined, and physically 
incompetent and, since childhood, had shown weak- 
ness in the fight with their environments. If such a 
child is raised by a reserved, loveless mother who 
does not show much affection and if he has a father 
and brothers who are successful and dashing men 
with marked masculine personalities, the way to a 
normal love life may be obstructed from the beginning 
in a sensitive boy. The female human being in the 
figure of the mother always had a repulsing effect on 
the patients; the male human being was always 4 
highly desirable but unattainable ideal. 

Davidson and Smith described a morphologic dif- 
ference between the polymorphonuclear neutrophils 
in the male and those that consist of a solitary nuclear 
appendage with a drumstick form and that are found 
only in the female. In the first and second patients, 
500 neutrophils were studied, and 1,000 of these white 
blood cells were studied in the third patient. Drum- 
sticks were not found in the leukocytes in the third 
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patient, and only 1 doubtful drumstick was found in 
the leukocytes of each of the other 2 patients. The 
nuclear appearance in the 3 patients thus did not differ 
from that in normal men, but it showed the character- 
istic difference from that in normal women. These 
observations show the extraordinary plasticity of the 
psychosexual adjustment in human beings. Apparently 
the psychosexual constitution is determined not by 
the type of gonads nor by the hormone situation and 
the chromosomal sex but by the mode of rearing. The 
authors agree with Morris that the mind rather than 
the gonads is the seat of the libido. 


Normal Variations in the Caliber of the Human Cere- 
bral Aqueduct. G. Flyger and U. Hjelmquist. Anat. 
Rec. 127:151-162 (Feb.) 1957 [Philadelphia]. 


The authors decided to investigate the normal 
variations in the cross-sectional areas of the aqueduct 
of Sylvius at different ages, because a surgical pro- 
cedure that had been suggested by Leksell for hydro- 
cephalus due to obstruction of the aqueduct involved 
its catheterization. Their studies were made on 24 
brains removed from persons whose ages at death 
ranged from 1 day to 78 years. In most of those over 
50 years of age, death was due to natural causes. 
Fourteen brains were from females and 10 from males. 
None of these patients had died from disease of the 
central nervous system. The cross-sectional areas of 
the aqueduct were measured with the planimeter, and 
it was found that they ranged from 0.4 to 9.84 sq. mm. 
These results would seem to indicate that catheteriza- 
tion of an aqueduct that normally has such a small 
lumen cannot be performed without great risk. Fur- 
thermore, the aqueduct is not a straight tube but is 
bow-shaped and surrounded by soft tissues, which 
may easily be damaged by the passage of a catheter. 
It should be remembered that the operation is desig- 
nated chiefly for patients with stenosis of the aque- 
duct, that is, for those in whom the lumen is smaller 
than normal. On the basis of their studies, the authors 
conclude that Leksell’s operation is extremely dan- 
gerous. 


Tremor and Other Functional Motor Disturbances as 
Causative Factors in the Pathogenesis of Alcoholism. 
L. Navratil. Nervenarzt 28:108-111 (March 20) 1957 (In 
German) [Berlin]. 


Of 400 patients who were institutionalized because 
of their alcoholism, 2 were found to have since child- 
hood a tremor that induced them to drink in order to 
combat their feeling of inferiority. The occurrence of 
the tremor in early childhood and its occurrence in 
several siblings and in forebears suggested that the 
tremor was familial, but it was increased by chronic 
alcoholism. One of the 2 patients, a 41-year-old man, 
was the last child of a 40-year-old mother and showed 
many mild mongoloid signs. This constitutional type 
occurs frequently among chronic alcoholics, and it 
may be associated with a distinct tendency to hyper- 
kinetic disturbances. Alcohol is capable of breaking 
through the “neurotic cirele” between the constitu- 
tional tendency to tremor and the fear caused by its 
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expectance. Alcohol, therefore, gives temporary relief, 
but it leads to addiction. In the stage of chronic alco- 
holism the tendency to tremor increases constantly, 
as a result of the toxic damage and the increasing 
amounts of alcohol required for cbtaining a sedative 
effect of short duration. 

Two additional patients, a 54-year-old man and a 
23-year-old man, who were alcoholics had a tic-like 
disturbance. Tic, in contrast to tremor, is a disturb- 
ance of which the patient is not conscious. Conse- 
quently the patients did not designate the tic as the 
cause of their drinking but asserted that their nervous 
tension was relieved by the psychic animation sup- 
plied by alcohol. The tic was associated with stutter- 
ing in the younger patient. The stuttering, however, 
disappeared almost completely after drinking when 
he was 18 years old. The psychodynamic aspects of 
stuttering make it understandable that those who 
suffer from it may attempt to combat it by alcohol. 
Nystagmus was a contributing cause of alcoholism in 
a 5th patient, a 30-year-old man. Nystagmus in this 
patient was not a polyneuritic lesion resulting from 
chronic alcoholism but was present before the patient 
started to drink. Chronic alcoholism, however, de- 
veloped. These observations emphasize the multifac- 
torial causation of alcoholism. 


Problem of Suicide and Weather Conditions. J. Im 
Obersteg and B. Marzetta. Deutsche Ztschr. ges. 
gerichtl. Med. 46:18-26 (No. 1) 1957 (In German) 
[Berlin]. 


The influence of such characteristics of weather as 
the passing of fronts and the occurrence of occlusions, 
on the incidence distribution of suicides was studied 
in 261 suicides committed in Basel, Switzerland. Sta- 
tistical examinations revealed a definite deviation of 
the incidence of suicides from that determined by 
Poisson’s calculus of probability, according to which 
the tendency to suicide would have remained constant 
in time. There definitely exist external influences that, 
over a short period of time, exert an effect on the 
moment at which the suicide is committed. The actual 
performance of the suicide as the final act of a preced- 
ing and prolonged presuicidal development depends 
on external supporting or preventing factors. The well- 
known variations in the incidence of suicide in the 
course of the week, with a maximum at the beginning 
of the week and a minimum on Sundays, were con- 
firmed as being statistically significant. The deviation 
from Poisson’s distribution, however, can be traced 
back only to a small extent to the influence exerted by 
the days of the week. This deviation is not caused 
either by a gradual change in the suicide probability. 
External influences of a different kind must exert 
some action. 

The relationship between the incidence of suicide 
and passing fronts, which was established by other 
workers with the aid of the n-method (the “n” being 
the symbol for the number of days) and with the aid 
of normal distribution, could not be confirmed by the 
authors’ stricter statistical methods. The same applies 
to the influence exerted by occlusions. There remains 
a slight suspicion that tropical fronts may. exert. a 
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certain influence, but the number of suicides studied 
is not large enough to permit more detailed studies. 
The authors’ findings do not entirely exclude any in- 
fluence of weather conditions on the incidence of 
suicide, but characteristics of weather, such as passing 
of fronts or occlusions, must be considered as unsuit- 
able for the purpose of a study of the influence of 
weather conditions on the incidence of suicide. 


GYNECOLOGY & OBSTETRICS 


A Preliminary Report on Cigarette Smoking and the 
Incidence of Prematurity. W. J. Simpson. Am. J. Obst. 
& Gynec. 73:808-815 (April) 1957 [St. Louis]. 


To ascertain the relationship between cigarette 
smoking and the incidence of premature births, a 
questionnaire was formulated to be filled out by all 
obstetric patients who were delivered at the San 
Bernardino County Hospital. The gathering of data 
for this study commenced April 1, 1953. One year 
later the study was extended to 2 private hospitals. 
This report, which covers a period of 3 years for the 
County Hospital and 2 years for the private hospitals, 
includes 7,499 patients. This study defines a premature 
infant as one weighing 2,500 Gm. (5 lb. and 8 oz.) or 
less at birth. Multiple births are excluded. Light 
smokers are those who report smoking between 1 and 
10 cigarettes a day. Heavy smokers are those who 
report smoking more than 10 cigarettes a day. At the 
private hospitals, the incidence of premature births 
was about twice as great for smoking mothers as it 
was for nonsmoking mothers. The prematurity rate 
increased with the number of cigarettes smoked per 
day. The prematurity rates were highest in heavy 
smokers and lowest in nonsmokers. The county 
hospital represents a different population, in which 
socioeconomic factors may affect the findings. The 
prematurity rate for nonsmokers was relatively higher 
at the county hospital than at the private hospitals, 
and there was less difference between the prematurity 
rate for smokers and nonsmokers. Mexicans delivered 
at the county hospital reported less smoking than any 
other ethnic group and showed the lowest prematurity 
rate. 


The Management of the Near-Term Pregnant Patient 
Who Dies Undelivered. A. M. Weil and V. R. Graber. 
Am. J. Obst. & Gynec. 73:754-758 (April) 1957 [St. 


Louis]. 


In a survey of the obstetric records at the Akron 
City Hospital from the years 1946 through 1955, 9 
undelivered mothers were found to have died during 
the last trimester of gestation. In the same 10-year 
period 45,000 live babies were born. This is an inci- 
dence of 0.02% or 1 in 5,000 live births. Of these 9 
mothers, only 5 were delivered posthumously (one 
vaginally and 4 by cesarean section). In 2 of the 4 
women in whom delivery was not attempted, fetal 
death was evident hours before the death of the 
mother. Obviously, delivery in these 2 cases was not 
indicated. In the remaining 2 patients who were not 
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delivered, the authors admit the “sin of omission,” but 
these 2 women had not been admitted to the obstetric 
division. Two of the 4 children who were delivered 
posthumously by cesarean section survived. The 
authors believe that any gestation that has progressed 
beyond the 28th week has produced a potential inde- 
pendent human life, and in the case of the death of 
its host the fetus should be given every possible chance 
of survival. They further believe that every minute of 
time lost after the death of the mother decreases the 
chances of survival of the fetus. Twenty minutes is 
about as long as one can expect life to persist in utero 
after the mother’s death. There is no authentic record 
of survival of the infant when more than 25 minutes 
have elapsed between the mother’s death and the 
infant’s delivery. 

Resuscitation problems are many times greater if 
the time interval exceeds 5 minutes. The more sudden 
the death of the mother, the better are the chances of 
fetal salvage. A physician is never justified in searching 
long after a patient’s death for signs of fetal life. If 
such signs were present shortly before the death of the 
mother, he must assume the fetus is alive and immedi- 
ately deliver the baby. Legally, he is not justified in 
delaying for the purpose of obtaining operative per- 
mits. At the Akron City Hospital, the admitting clerks 
are instructed to inform the chief obstetric resident 
immediately on the admission of any pregnant patient 
who is beyond the 28th week and is to be admitted to 
any room outside of the labor and delivery section of 
the hospital. Depending on the seriousness of the pa- 
tient’s illness, an emergency cesarean-section tray is 
kept available on the floor and the obstetric house 
officer remains in immediate attendance. 


Epinephrine sub Partu: Plasma Concentration of 
Epinephrine and Levarterenol in Various Stages of 
Delivery. G. Ritzel, H. Staub and W. A. Hunzinger. 
Deutsche med. Wchnschr. 82:409-410 (March 22) 1957 
(In German) [Stuttgart, Germany]. 


The concentration of epinephrine and levarterenol 
was studied in the plasma of 70 normal, healthy per- 
sons (group 1), 12 pregnant women immediately before 
the onset of labor (group 2), 39 pregnant women dur- 
ing the course of delivery (group 3), 26 women | to 3 
days after delivery (group 4), and 4 pregnant women 
during the course of delivery after the administration 
of ecbolics for weak labor pains (group 5). Weil- 
Malherbe and Bone’s fluorimetric method (measure- 
ment of fluorescence) for the estimation of epineph- 
rine-like substances in the blood was used. Results 
showed that the concentration of epinephrine in the 
plasma was greatly reduced during spontaneous de- 
livery as compared to that in the other groups. The 
average plasma epinephrine level during spontaneous 
delivery and on the Ist to 3rd day after delivery 
varied between 1 and 5%, while the differences be- 
tween these values in group 3 and in the groups 1, 2, 
and 5 were significant even with a 1% probability of 
error. There was also a statistically significant differ- 
ence in the plasma epinephrine levels in pregnant 
women with primary weak labor pains, as contrasted 
to those in the plasma of women with spontaneous 
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delivery and of normal, healthy persons. A cause-and- 
effect relationship may exist between the persistence 
of the epinephrine content of the plasma and the de- 
ficient labor pains. There were no significant differ- 
ences in the plasma levarterenol levels in the women 
in the 5 groups, but no definite conclusions could be 
drawn. The ecbolics given to the patients in group 5 
did not exert any influence on the epinephrine values. 


Aldosterone Excretion in Pregnancy. E. H. Venning, 
T. Primrose, L. C. S$. Caligaris and I. Dyrenfurth. J. 
Clin. Endocrinol. 17:473-482 (April) 1957 [Springfield, 


Aldosterone excretion was measured at monthly 
intervals in 5 pregnant women between the ages of 21 
and 35 years and near term in 8 women with toxemia 
of pregnancy. The aldosterone fraction was obtained 
after prolonged acid hydrolysis at room temperature. 
The extracts were purified by paper chromatography 
before the assay. Pregnancy was associated with an 
increase in excretion of aldosterone, and, after de- 
livery, there was a rapid decrease in the output of this 
hormone. The active accumulation of fluid in 2 of the 
patients was associated with a rising output of aldo- 
sterone. The levels reached, however, were not higher 
than those observed in pregnant women without 
edema. In the patients with toxemia of pregnancy, 
the amount of aldosterone was not greater than that 
observed in the gravid patients without toxemia. The 
secretion of increased amounts of aldosterone, a hor- 
mone with a potent sodium-retaining effect, must 
aggravate a condition in which sodium and fluids are 
already being retained in the body. Before any con- 
clusions can be drawn regarding the importance of 
aldosterone in the development of this syndrome, pa- 
tients with toxemia will have to be studied for longer 
periods of time prior to dietary restrictions. 


On Simola’s Iodine Reaction Used as a Test for Preg- 
nancy. H. Guyot and P. Isoard. J. méd. Lyon 38:211- 
217 (March 5) 1957 (In French) [Lyon, France]. 


The Simola iodine reaction may be produced by 
heating a small quantity of urine with some drops of 
an iodine solution (tincture of iodine or Lugol’s solu- 
tion, as suggested by the authors). Positive results are 
shown by the appearance of a red or violet-red color. 
The nature and origin of the substance or substances 
demonstrated has not been determined, but there are 
indications that the positivity of the reaction depends 
on the presence of epinephrine or epinephrine deriva- 
tives. The fact that the reaction is usually positive in 
pregnant women and sometimes positive in men 
and nonpregnant women although the excretion of 
epinephrine and levarterenol is known to be normal 
in all the subjects has not yet been explained. 

The accuracy of this reaction was studied in urine 
specimens from 203 pregnant women; 128 men, aged 
from 20 to 25 years; and 143 nonpregnant women. 
Accurate results were obtained in 98.5% of the preg- 
ant women, even though 5 of the pregnancies were 
of less than 2 months’ duration (only 2 weeks in 1 case). 
The results in the second group (men) differed accord- 
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ing to whether the specimens were taken in the 
morning or after effort or were 24-hour specimens. 
The number of positive results obtained in 68 morning 
specimens was 8, making the percentage of possible 
error 11.7%; those obtained in 28 specimens taken 
after effort numbered 3 (possible error, 10.7%); and 
those in 32 24-hour specimens numbered 2 (possible 
error, 6.25%). These figures show that it is important 
to use 24-hour specimens or, at least, specimens taken 
in the afternoon. They also strengthen the presump- 
tion that the substances responsible for positivity are 
epinephrine derivatives, because the specimens ob- 
tained after the nocturnal sympathetic phase are the 
ones that vield the larger number of positive results 
in men. 

The results in the third group (nonpregnant women), 
in which only 24-hour specimens were used, were 
positive in 7 (possible error, 4.9%). The misleading 
results in men have little practical significance, since 
the reaction is used as a test for pregnancy, but the 
number of positive results (5%) in nonpregnant women 
does detract from its usefulness. Its advantages are 
ease of execution, simplicity, and rapidity and the 
fact that it does not require rare or expensive chemical 
or biological reagents. It can be used without hesita- 
tion as a supplementary test, which can be made even 
in the office, provided the possibility of error is kept 
in mind. 


Study of Pregnanediol in Urine and of Cells in the 
Smear of the Urinary Sediment (Urocytogram) in the 
Sex Cycle and in Normal and Pathological Pregnancy. 
L. J. Lencioni, R. R. Berli and J. J. Staffieri. Ann. 
endocrinol. 17:765-776 (No. 6) 1956 (In French) [Paris]. 


Determinations of pregnanediol excreted in the 
urine and determinations of cells in the smear of the 
urinary sediment were made in 10 normal women in 
the course of the sex cycle, in 118 women during 
normal pregnancy, in 5 women during the postpartum 
period, and in 15 women with abnormal pregnancy. 
For comparison, determinations of cells were also 
made in vaginal smears obtained from the women 
with normal pregnancies. Results showed that ovula- 
tion can be determined with the aid of the cytological 
examination of the urinary sediment, which revealed 
the appearance of an ovulatory peak similar to that 
observed on cytological examination of vaginal smears. 
Cytological examination of the urinary sediment of 
women during normal and abnormal pregnancy 
showed variations in the eosinophils similar to those 
observed under the same circumstances in vaginal 
smears, but there was less scattering of the limiting 
values, and the results were more constant. This dif- 
ference between the 2 methods may be explained by 
the high incidence of vaginal infections. In patients 
with abnormal pregnancy associated with hemorrhage 
from the sex organs the cytological examination of 
the urinary sediment permitted a checkup without the 
risk associated with vaginal instrumentation. 

The results of 201 determinations of pregnanediol 
excreted in the urine that were performed according 
to Watteville’s technique showed that the method is 
extremely sensitive and of great practical usefulness. 
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Pregnanediol was not found in the urine of any norma. 
woman during the estrogenic phase of her sex cycle, 
and during the progestational phase variable values 
were found with an average of 3 mg. per 24 hours. A 
progressive excretion of pregnanediol was found in 
women with normal pregnancy; the pregnanediol 
values varied from 8.5 mg. per 24 hours in the 2nd 
month of pregnancy to 49.35 mg. in the 9th month. In 
the postpartum period, pregnanediol disappeared in 
the urine on about the 5th day. In women with abor- 
tion, the pregnanediol values were above normal, and, 
in 50% of women with threatened abortion, the preg- 
nanediol values were normal, but, in the other 50%, 
they were below normal. Cytological examinations of 
the urinary sediment are particularly indicated in 
virgins, in women in whom vaginal instrumentation 
must be avoided, and in those in whom the thermal 
curve will not provide significant information. 


PEDIATRICS 


Tuberculous Meningitis in Infants: Clinical Forms and 
Therapy. L. Auricchio. Arch. tisiol. 11:897-905 (Dec.) 
1956 (In Italian) [Naples]. 


In the past 6 vears the author has treated 68 infants 
who had tuberculous meningitis: 23 with streptomycin, 
16 with streptomycin and aminosalicylic acid, and 29 
with streptomycin and isoniazid. Six children, 1 from 
the first group and 5 from the third, recovered. All the 
others either died in the hospital or were sent home in 
poor condition. Roentgenologic examination showed 
primary tuberculous complexes or adenopathies in 40 
infants, caseous bronchopneumonia in 8, nodular dis- 
seminations in 15, and miliary dissemination in 5. 
Early diagnosis, immediate removal of the subject 
from the source of infection, and immediate treatment 
are necessary for recovery. Isoniazid, given in doses of 
10 to 20 mg. per kilogram of body weight per day, has 
a good effect, especially if combined with glutamine 
therapy, which eliminates some of the toxic effect of 
isoniazid. 


Gastric Digestion of Homogenized Milk in School 
Children. E. Czech. Monatsschr. Kinderh. 105:88-90 
(March) 1957 (In German) [Berlin]. 


Ten children who were between the ages of 8 and 
14 years and without gastrointestinal disturbances 
were given 300 cc. of homogenized cow’s milk and in 
addition 7% of a mixture of lactose and dextrose on an 
empty stomach on 2 consecutive mornings. Thirty 
minutes later, a stomach tube was inserted, 7 or 8 cc. 
of the gastric contents were aspirated, and quantita- 
tive determinations of the sugar content were made. 
This procedure was repeated at 30-minute intervals 
until the obtained gastric content was no longer suffi- 
cient for sugar determinations, i. e., less than 5 cc. On 
the next 2 days, the children were given 300 cc. of 
nonhomogenized cow’s milk and in addition 7% of a 
mixture of lactose and dextrose, and the same quanti- 
tative sugar determinations were made. The 10 mean 
sugar curves showed that homogenized milk remained 
in the stomach a shorter time than nonhomogenized 
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uulk. The difference varied from 30 to 150 minutes 
(average, 80 minutes). In 9 of the 10 experiments, the 
sugar curve was higher after the ingestion of homog. 
enized than after that of nonhomogenized milk. This 
suggested that the homogenized milk became les; 
diluted by the gastric juice than the nonhomogenized 
milk. The homogenized milk thus requires less gastric 
juice for digestion than the nonhomogenized milk. 
Homogenization with its physical changes of softer 
coagulation of protein and disintegration of fat drop. 
lets makes the milk more susceptible to the action of 
the ferments, which explains the superiority of the 
homogenized milk as compared to the nonhomogen- 


ized milk. 


Inhibitors of Carbonic Anhydrase in Pediatric Ther. 
apy. S. Cutillo. Pediatria 65:32-45 = -Feb.) 1957 (In 
Italian) [Naples]. 


The author describes the changes of the plasma 
electrolytes caused by giving a preparation of aceta- 
zolamide in 12 children with different diseases caused 
by a disturbance of the electrolyte balance. The chil- 
dren were from 6 to 10 years old. The drug was given 
by mouth in a dosage of 5 to 10 mg. per kilogram of 
body weight per day for 4 consecutive days. Reduc- 
tion of the alkaline reserve occurred in all children; 
in 4 it was so marked that the administration of aceta- 
zolamide had to be discontinued. Reduction of the 
total electrolytes in the blood occurred in all children 
but was less marked in 2 children with nephrosis and 
in 2 with circulatory insufficiency. In 2 children with 
habitual vomiting who were being given rehydra- 
tion therapy, the drug had a rapid normalizing effect 
on the hypochloremia and reduced the alkaline re- 
serve. 


Results of Treatment of Hypertrophic Stenosis of the 
Pylorus in 460 Nursing Infants Between 1926 and 1956. 
H. Kehl and R. Lange. Monatsschr. Kinderh. 105: 
105-106 (March) 1957 (In German) [Berlin]. 


Of 460 nursing infants, 349 boys and 111 girls, with 
spastic, hypertrophic stenosis of the pylorus, treated 
between 1926 and 1956, 340 underwent pyloromy- 
otomy by Ramstedt’s technique and the remaining 
120 were treated conservatively. Of the 460 infants, 17 
were premature. Two of the 13 surgically treated, 
premature infants died. None of the 4 conservatively 
treated, premature infants died. Conservative treat- 
ment consisted of small feedings, irrigation of the 
stomach, and administration of atropine and pheno- 
thiazine. Subcutaneous injections of homeopathic 
doses of nicotinic acid proved effective for pure 
spasms. Nine patients were admitted with a diagnosis 
of pyloric stenosis but had cascade stomachs, as re- 
vealed by roentgenograms. 

Postoperative treatment was practiced for from 7 
to 10 days, until primary wound healing was com- 
pleted. The postoperative treatment was shortened in 
breast-fed infants. Fifty-two patients were discharged 
as cured between the 7th and 15th postoperative days, 
247 by the 30th day, and 280 by the 50th day. Of the 
120 conservatively treated patients, 11 died; 8 of these 
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died of pneumonia acquired in the hospital and 3 of 
acute nutritional disturbances. Of the 340 children 
operated on, 19 died. Deaths resulted from atrophy, 
congenital debility, spasms, pneumonia, intestinal in- 
fection, circulatory failure, and nutritional disturb- 
ances. None of the deaths were caused by the 
operation alone. Pyloromyotomy, when performed in 
time, is warranted because of the resulting early in- 
crease in weight and the fact that early discharge 
protects the patient from hospital infections. There is 
a risk of conservatively treated, weak infants’ acquir- 
ing aspiration pneumonia. Symptoms of dehydration 
and adrenal insufficiency may occur. Conservative 
treatment places a greater burden on the nursing staff 
and on the mothers, who become depressed by the 
fact that the breast milk is immediately vomited. Of 
the 460 patients, 307 were breast-fed. The infant who 
is operated on in time recovers more rapidly and thus 
causes less expense to the community. 


UROLOGY 


Some Observations on the Aetiology of Hzmaturia. 
U. M. Rau. J. Indian M. A. 28:257-260 (March 16) 
1957 (In English) [Calcutta]. 


Of 200 patients with macroscopic hematuria as the 
only symptom or one of the presenting symptoms, the 
anatomic site of the lesion was the kidney in 71, the 
ureter in 18, the bladder in 80, the prostate in 13, the 
urethra in 2, the prepuce in 3; and idiopathic hema- 
turia occurred in 13. Inflammations, neoplasms, and 
calculi were responsible for hematuria in 163 patients 
(81.5%). Hematuria was not associated with pain in 
29 patients, 15 of whom had neoplasms, 7 calculi, and 
7 miscellaneous disturbances including filariasis. Of 
75 patients in whom information was available con- 
cerning the relationship of hematuria to the various 
stages of micturition, hematuria was present through- 
out the act of micturition in 43, it was present only at 
the beginning of micturition in 7 and only towards the 
end of micturition in 25. In hemorrhage that occurred 
only at the beginning of micturition, blood usually 
came from the preputial sac, urethra, or prostatic 
region. The cause of the bleeding was most likely in 
the urinary bladder when hematuria was present only 
towards the end of micturition. Blood that occurred 
in the urine throughout the act of micturition was not 
of much diagnostic value concerning the site of the 
hemorrhage. 


OTOLARYNGOLOGY 


Gavage of Patients After Laryngectomy. V. Pescetti. 
Policlinico (sez. prat.) 64:189-194 (Feb. 11) 1957 (In 
Italian) [Rome]. 


Four patients who had been subjected to laryngec- 
tomy were fed complete meals by gavage. The food 
was first broken into small pieces and then was put in 
an electric comminuter, which reduced it to a liquid. 
Tea, water, or vegetable broth was added to increase 
the fluidity of the preparation. This method makes it 
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ossible to give the patient the same type of food to 
which he is accustomed a few days after the operation. 
The results were excellent in all patients. The body 
weight remained unchanged in 2 patients, decreased 
1.5 kg. (3.5 Ib.) in another, and increased 3 kg. (7 Ib.) 
in the 4th. No patient complained of colic. Epigastric 
disturbances were caused in 1 patient by the tube. 
Vitamins B and C were added to the meals. The 
author believes that this type of feeding could be 
used for patients with esophageal disorders and for 
those subjected to gastrostomy. 


Disturbances After Tonsillectomy Caused by the Third 
Molar. J. J. Spijkman and G. De Wit. Neder]. tijdschr. 
geneesk. 101:625-627 (April 9) 1957 (In Dutch) [Haar- 
lem, Netherlands]. 


On the basis of 3 case histories, the author demon- 
strates that the extensive raw areas that result from 
tonsillectomy readily lead to a flare-up of a latent 
periodontal inflammation of a partially erupted third 
molar, especially in the lower jaw. He believes that 
trismus after tonsillectomy can almost always be at- 
tributed to this cause. Anatomically the parapharyn- 
geal space consists of 2 distinct parts, the anterior one 
being merely a connective tissue gap, whereas, through 
the posterior one, there passes not only the carotid 
artery and the jugular vein but also the 9th to the 12th 
cranial nerves. This division explains why the inflam- 
matory processes that occur so frequently in the 
anterior part of the parapharyngeal space extend so 
rarely to the more important posterior part, in which 
there are not only the aforementioned important 
vessels and nerves but also the stylomastoid process, 
the point of insertion of several important muscles. 
The treatment of the periodontal inflammation con- 
sists of the extraction of the third molar under endo- 
tracheally given anesthesia. 


Treatment of Epitheliomas of the Palatine Tonsil: On 
the Basis of 235 Cases Treated at the Institut Gustave- 
Roussy, from 1948 to 1953, Inclusive. P. C. Huet, 
J. Labayle and J. Villedrouin. Ann. oto-laryng. 74: 
32-39 (Jan.-Feb.) 1957 (In French) [Paris]. 


The seriousness of epithelioma of the tonsil is due 
to 3 essential factors: 1. Its development is insidious, 
causing only slight subjective symptoms resembling 
those of ordinary tonsillitis for a long time. The patient 
usually remains free from anxiety, and, even if he 
seeks advice, a superficial clinical examination often 
fails to reveal the small tumor hidden under a fold. 
2. Involvement of the lymph nodes is present in more 
than 80% of the patients when they are first seen, and 
recurrences affecting the lymph nodes are far more 
frequent than local recurrences. 3. The tumor is ulcer- 
ated and infected. 

The excellent results obtained by a combination of 
radiotherapy and electrosurgical treatment in a pa- 
tient who was alive and well after a period of more 
than 3 years led the authors to consider using a com- 
bination of radium and roentgenotherapy and also of 
electrosurgery and radiotherapy in certain patients 
with epithelioma of the tonsil, instead of contenting 
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themselves with radiotherapy alone. A series of 290 
patients with epithelioma of the tonsil was examined 
at the Institut Gustave-Roussy in the period from 1948 
to 1953 inclusive. Only 235 could be treated, and in 
30% of these the only treatment possible was purely 
palliative. Three-year survivals were obtained in 40, 
or 17%, of all the patients treated, but, if the 73 cases 
in which there were no favorable factors, or only one 
such factor, are eliminated, the proportion rises to 
almost 23%. These figures represent a definite improve- 
ment over those for the period from 1942 to 1947, 
inclusive, when only 19 of 162 patients treated with 
radiotherapy alone survived for more than 3 years. 
Analysis of the findings in these patients showed that 
the outcome depends essentially on the favorableness 
or unfavorableness of 5 factors: (1) the macroscopic 
appearance of the lesion, (2) its microscopic appear- 
ance, (3) its extent, (4) lymph node involvement, and 
(5) the location of the tumor. 

These factors may be considered favorable when 
(1) the tumor is an ulcerogranulating lesion, (2) it is 
undifferentiated, (3) it is in stage 1 or stage 2, (4) the 
involved lymph nodes are unilateral, small, and mov- 
able, and (5) the primary site of the tumor is tonsillar 
or tonsillovelar. The best results were obtained in the 
patients with the largest number of favorable factors, 
but, even when no more than 2 favorable factors are 
present, the results may be good as shown by 4 sur- 
vivals of 2 years and 1 survival of 3 years in 19 patients 
in whom only 2 factors were favorable. The use of 
combined therapy makes it possible to treat a larger 
number of patients and produces a higher percentage 
of cures, but the therapeutic combination to be used 
in each case must be decided on after a careful con- 
sideration of all the circumstances, and it should be 
subject to modification if the expected response fails 
to appear. 


Pathological and Clinical Observations on 55 Patients 
with a Tumor of the Oral or Laryngeal Pharynx. 
I. De Vincentiis. Valsalva 33:27-55 (Feb.) 1957 (In 


'talian) [Rome]. 


From October, 1944, to September, 1955, the author 
observed 31 patients with tumor of the oropharynx 
and 24 with tumor of the laryngopharynx; 26 patients 
of the first group and 23 patients of the second were 
male. The average age of the patients in both groups 
was between 50 and 60 years. Neoplasia of the con- 
nective tissue was not observed in the patients with a 
tumor of the laryngopharynx, but it was observed in 
11 of those with a tumor of the oropharynx. Of the 
patients with an oropharyngeal tumor, 24 had a ton- 
sillar tumor, 3 had tumor of the pillar, and 1, tumor 
of the soft palate. The point of origin of the tumor 
could not be ascertained in the other 3 patients, be- 
cause they were observed too late. The tumor devel- 
oped in the pyriform sinus in almost all patients with a 
laryngopharyngeal tumor. The authors believe that 
the symptoms of laryngopharyngeal tumors are varied 
and uncertain. The most frequent symptoms were 
discomfort or itching of the throat, difficulty in swal- 
lowing, otalgia, and adenopathy. Only 11 patients 
were observed during the first 3 months after the onset 
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of symptoms. Roentgenotherapy was beneficial to all 
patients. Each patient received 200 to 250 r per visit, 
up to a total of 4,000 to 5,000 r. Best results occurred 
in patients with a tonsillar epithelioma. Results were 
not lasting in patients with a laryngopharyngeal tumor, 
Encouraging results were obtained in 4 patients with 
a tonsillar epithelioma and in 2 with a laryngopharyn- 
geal tumor treated with “sandwich therapy” (roent- 
genotherapy, excision with electrocautery, and then 
more roentgenotherapy). All patients with a laryn- 
gopharyngeal tumor except 1, who could not be fol- 
lowed, died; 24 patients with an oropharyngeal tumor 
died, and the remaining 7 improved. 


INDUSTRIAL MEDICINE 


Acute Poisoning from Inhalation of Symmetrical |, 
2-Dichloroethane. H. Menschick. Arch. Gewerbepath. 
u. Gewerbehyg. 15:241-252 (No. 3) 1957 (In German) 
[Berlin]. 


Four painters between the ages of 26 and 38 years 
were ordered to apply a protective coat to the surface 
of the concrete walls of a container 12 feet deep. The 
men were given a paint that had been taken from a 
barrel with a label “Caution—Respiratory Poison.’ 
During work they complained of the strange odor, and 
the foreman ordered compressed-air piping to be put 
into the container. Because of the urgency of their 
work the men worked simultaneously on the 4 walls 
of the container, and, consequently, a relatively large 
evaporation surface was created. After a short time 1 
of the workers became nauseated and left the con- 
tainer. He was known to be ailing, and, therefore, no 
attention was paid at first to his leaving the container, 
but he emphasized that he was feeling very sick and 
soon became unconscious. At the same time a second 
painter became nauseated, and both were carried into 
the first-aid room of the plant. The 2 others did not 
have symptoms but stopped working and went to see 
the plant physician. This latter fact is significant, be- 
cause it indicates the possibility of latent poisoning 
with symmetrical 1, 2-dichloroethane. The immediate 
analysis of the solvent revealed a specific gravity of 
1.2562 at a temperature of 17 C (62 F), and it was 
distilled at a temperature varying between 82 C (179 F) 
and 85 C (185 F). Specific gravity and boiling point 
confirmed the presence of 1, 2-dichloroethane. 

The first patient remained unconscious for 3 hours, 
had severe tonic-clonic muscle spasms, and vomited 
large amounts of a yellow fluid. The next day he had 
acute conjunctivitis, acute inflammation of the upper 
and lower air passages, intestinal cramps; and the size 
of the liver was increased. Motor unrest, anxiety, and 
cardiac pain were present. Weltman’s test revealed @ 
marked increase of the coagulation column and van 
den Bergh’s test indicated 5.37 mg. of bilirubin in the 
serum. The patient was the only 1 of the 4 who had 
albuminuria and cylindruria. His liver damage was 
still demonstrable 3 months after the acute poisoning. 
The second patient showed the same symptoms as the 
first with the exception of muscle spasms. Nausea, 
vomiting and circulatory weakness occurred in the 2 
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other patients 1 hour after they had stopped working. 
They remained fully conscious and did not have 
muscle spasms. The size of the liver was increased 
but returned to normal after 5 weeks. The 4th patient 
had the most severe gastrointestinal complaints, and 
he was the only one in whom gastritis and a duodenal 
ulcer was revealed by the roentgenogram. The first 2 
patients had cyanosis of the lips, which revealed the 
damaging effect of the dichloroethane on the capil- 
laries. Increased hemoglobin values were found in all 
4 patients. Absorption of dichloroethane by inhalation 
must be considered in the industrial hygienic practice 
with respect to prophylaxis, and the maximal allow- 
able concentration should be revised. 


Recovery of Bacillus Anthracis from the Nose and 
Throat of Apparently Healthy Workers. E. A. Carr Jr. 
and R. R. Rew. J. Infect. Dis. 100:169-171 (March- 
April) 1957 [Chicago]. 


Anthrax is a hazard to those working with animal 
hair and hides. The studies described used recent 
modifications in the technique of culture of pharyn- 
geal washings and aimed to determine if exposed 
workers may be carriers. In the modified technique, 
pharyngeal washings, after preliminary enzymatic di- 
gestion, are drawn through a thin, porous cellulose- 
ester disk, which acts as a bacterial filter and is then 
placed directly on culture medium. Anterior nasal 
swabs, throat swabs, and pharyngeal washings were 
taken from each of 101 apparently healthy mill work- 
ers employed in processing raw goat hair. Seven nasal 
swabs and seven pharyngeal washings yielded Bacillus 


anthracis by bacteriological culture. All of the 50 con- 
trols were negative. No subject yielded B. anthracis 
from both nasal and pharyngeal washings. The pro- 
portion of positive samples was higher in workers 
engaged in the earlier steps in the processing than in 
those engaged in later steps. 


THERAPEUTICS 


Treatment of Chronic Myeloid Leukemia with My- 
leran. M. G. Nelson and J. Lowry. Irish J. M. Sc. 
7:186-189 (April) 1957 [Dublin, Ireland]. 


Busulfan (Myleran) appeared to offer a satisfactory 
palliative treatment for chronic myeloid leukemia in 
5 patients treated by the authors. Four of these were 
not previously treated, and 1 had had triethylene- 
melamine therapy. Initial standard doses of 4 to 6 mg. 
had to be maintained for 4 to 7 weeks before a satis- 
factory response could be observed. Doses of 0.5 to 
1 mg. were maintained during remission. In 1 patient, 
who died in relapse, the survival period was 11 
months; the other patients, with an average survival 
period of 12.5 months, were in clinical remission when 
last seen. One patient developed a toxic pancytopenia, 
despite strict hematological control during treatment. 
It was not always possible to reduce drug resistance. 
Resistance to radiotherapy does not necessarily follow 
the development of resistance to busulfan. It might 
be possible, therefore, to produce a remission by radio- 
therapy, should drug resistance develop. It is too soon 
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to compare busulfan treatment with radiotherapy, but 
the drug doubtlessly has a potent effect on chronic 
myeloid leukemia. It restores the peripheral blood 
and bone marrow and reduces the size of infiltrated 
organs. 


Skin Necrosis in Nor-adrenaline Therapy. G. E. Heard. 
Brit. J. Clin. Pract. 11:260-262 (April) 1957 [London]. 


Nor-adrenaline (levarterenol) has an_ established 
place in the management of certain hypotensive states. 
Remarkable recoveries from severe peripheral circula- 
tory failure are obtained with this drug, but in some 
patients local skin necrosis is a complication. The 
author presents brief histories of 4 patients in whom 
skin necrosis developed in the region of the drip in- 
fusion of levarterenol solution, and reviews the litera- 
ture on this complication. He believes that unless 
special care is taken this will be a common complica- 
tion. It has followed the use of dilute solutions (4 ml. 
per liter at low drip rates). It is less likely to occur 
when an arm vein is used for administration. Admin- 
istration in the leg is to be avoided in patients with 
peripheral vascular insufficiency. The ideal route is a 
needle introduced percutaneously into a large sub- 
cutaneous vein or a catheter passed well up so that 
its tip lies in a vein of much greater diameter, proximal 
to large tributaries. A particular hazard exists when a 
tied-in cannula is used. Superficial venous obstruction 
by dressings and bandages must be avoided, since this 
aggravates stagnation and may lead to reflux into 
thin-walled and more permeable veins. 


A Recent Modification of the Treatment for Poisoning 
with Hydrocyanic Acid. G. Paulet. Presse méd. 65: 
573-576 (March 27) 1957 (In French) [Paris]. 


The use of hydrocyanic acid in industry is attended 
by a risk of cyanide poisoning. The author attempts 
to explain the physiological bases of its mechanism 
and to establish a rational treatment for the poison- 
ing. Oxygen inhalation is effective, but its action is 
not explicable theoretically. The author suggests, on 
the basis of recent experimental findings, that oxygen 
inhalation should be combined with the administra- 
tion of dextrose and vitamins C, B,, and Bs to sustain 
the myocardium and reenforce the potency of the 
respiratory enzyme without involving the cytochrome 
oxydase. Artificial respiration and the administration 
of sodium thiosulfate and methemoglobinizing agents 
should be used, if necessary, to detoxify the cyanogen 
absorbed by the organism. Further improvements in 
the treatment of cyanide poisoning are to be expected 
by the use of cyanocobalmin (vitamin By»). 


Further Investigations on the Sedative Effect of Thy- 
reocordon. J. A. Ganglberger. Wien, med. Wchnschr. 
107:272-275 (April 6) 1957 (In German) [Vienna]. 


A group of 28 neurasthenic patients with signs of 
excessive vegetative irritability but without any or- 
ganic lesions were given Thyreocordon (mercaptoben- 
zimidazol-N, N’-dimethylol) in daily doses of 250 mg. 
They were kept under observation 10 days before, 
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during, and after treatment with the drug. The effect 
of the drug was not as great as it has been observed 
in frogs. A central as well as a peripheral sedative 
action of the drug on nerves and muscles, however, 
was confirmed. A tendency to normalization was found 
examining the action of the drug on the photomyo- 
clonic threshold at a low initial threshold and giving 
pentylenetetrazol (Metrazol). Signs of somnolence 
were observed in the electroencephalogram 20 to 30 
minutes after Thyreocordon was given intravenously. 
No specific changes in the waves were seen while 
giving the drug but only the common signs of physi- 
ological drowsiness. According to these and the clini- 
cal findings, it was clear that both the sedative effect 
and the tranquilizing action on the thyroid gland do 
not directly affect the central nervous system, but act 
secondarily through more sluggish humoral adjust- 
ments. Good results were obtained by using the drug 
as either a sedative or tranquilizer in ambulatory 
patients. 


The Treatment of Lithium Poisoning. D. A. Coats, 
E. M. Trautner and S. Gershon. Australasian Ann. 
Med 6:11-15 (Feb.) 1957 [Sydney, Australia]. 


Lithium salts are valuable in the treatment of psy- 
chomotor activity. The lithium administered is dis- 
tributed throughout the total body water, and it 
accumulates intracellularly at the expense of potas- 
sium. Lithium seems to interfere with intracellular 
potassium metabolism. Intoxication may occur if clin- 
ical and biochemical control is neglected during treat- 
ment. Minor grades of lithium poisoning manifested 
by nausea, anorexia, loss of weight, and a slightly 
staggering gait are not uncommon and can usually be 
treated by mere reduction or withdrawal of the drug. 
These early symptoms and signs may pass unrecog- 
nized, but, without further warning, and often within 
a few hours, the patient may become confused and be 
unable to stand; become incontinent of urine and 
feces, often with polyuria; and lapse into coma. Motor 
disturbances, including fasciculation of the muscles of 
the hands and face and frequently isolated jerky con- 
tractions of the limbs, are almost always found. Rarely 
there may be choreiform movements or epileptiform 
convulsions. The muscles are often flaccid. Differentia- 
tion from other comas of sudden onset depends on a 
history of lithium treatment and a plasma lithium 
concentration exceeding 2.5 mEq. per liter. Untreated, 
the condition will progress within a few days to gross 
dehydration, oliguria, or anuria and death. 

The treatment of lithium intoxication is directed to 
the elimination of the lithium, especially to the rapid 
reduction of the large intracellular fraction. The fol- 
lowing principles are stressed: cessation of intake, 
promotion of diuresis and of cellular potassium up- 
take, the provision of calories orally or intravenously 
to overcome the starvation ketosis, and the correction 
of acidosis. The author observed 6 cases of severe 
lithium poisoning in a period when 300 psychotic pa- 
tients were receiving lithium therapy and a number of 
minor cases of poisoning that were treated by mere 
withdrawal of the lithium for several days. 
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Chloramphenicol and Aplastic Anemia. R. G. Shaw 
and J. A. McLean. M. J. Australia 1:352-359 (March 
16) 1957 [Sydney]. 


The authors point out that in 1954 the Council on 
Pharmacy and Chemistry of the American Medical 
Association issued a warning regarding the occurrence 
of serious and fatal blood dyscrasias after the use of 
chloramphenicol. Seven patients in whom aplastic 
anemia developed after treatment with chlorampheni- 
col were observed in Melbourne in the course of 12 
months. Six of the patients died, and the 7th recovered 
after more than 90 blood transfusions. The following 
points are listed as evidence that the aplastic anemia 
in the 7 patients resulted from the use of chloramphe- 
nicol: 1. Other drugs were not implicated. No other 
drug was given to 4 patients, 1 received chlortetracy- 
cline 1 year prior to symptoms, and the 6th patient 
received a sulfonamide 10 months before the present 
illness. Therefore, in each instance, chloramphenicol 
was the only drug administered within the few months 
prior to the development of the blood dyscrasia. 2. The 
illnesses treated by the drug were either relatively 
trivial or not of a type associated with severe bone 
marrow changes. 3. Most significantly, the first symp- 
tom of a blood disease occurred within 5 to 8 weeks 
of the termination of a course of chloramphenicol. 
This time relationship would be highly unlikely to be 
due to chance in 7 separate cases involving the other- 
wise rare condition of bone marrow aplasia. 

A latent period of this order has frequently been 
recorded by others in patients with aplasia after 
chloramphenicol therapy. The authors recommend 
that the use of chloramphenicol be confined to the 
treatment of serious infections with organisms re- 
sistant to other antibiotics and other forms of treat- 
ment. In addition, frequent leukocyte and _ platelet 
counts should be made when the drug is used, as there 
is some indication that a fall in the number of neutro- 
phils or platelets may occur before irreversible 
changes are established. 


Digestive Manifestations of Moniliasis After Antibiotic 
Therapy. L. Justin-Besangon, A. Cornet, P. Barbier, 
and G. Meurgue. Semaine hdép. Paris 33:1317-1323 
(April 6) 1957 (In French) [Paris]. 


That the administration of tetracycline to patients 
commonly results in the proliferation of Candida albi- 
cans and the appearance of symptoms of moniliasis 
has been reported by other investigators. This finding 
has been confirmed by the present authors in a study 
in which tetracycline alone was given to 42 subjects 
in order to determine the percentage of cases in which 
symptoms attributable to it would appear. A dosage 
of 1.0 to 1.5 Gm. per day continued for 4 to 28 days 
was tolerated without symptoms by 31 patients but 
caused gastrointestinal trouble in 11 (26%). Six of the 
11 patients developed glossitis and aphthous stoma- 
titis; 2 had black tongues, 2 had profuse diarrhea, and 
1 had gastritis and esophagitis. These symptoms ap- 
peared from 2 to 8 days after the beginning of treat- 
ment. The proliferation of the organism was observed 
by culturing on a modified Sabouraud medium, and 
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the appearance of Monilia in feces, urine, and sputum 
was quantitatively demonstrated; a count as high as 
150,000 cells per gram of dried feces was obtained, in 
one instance, in a patient who had a zero count before 
taking tetracycline. 

Seven patients who had developed either clinical or 
microscopic evidence of moniliasis after taking tetra- 
cycline were continued on this medication while re- 
ceiving nystatine in addition. In every case the ad- 
ministration of 2 million units of nystatine per day 
was followed promptly by the disappearance of the 
symptoms and microscopic findings of moniliasis. The 
nystatine itself was well tolerated. A series of 9 pa- 
tients, undergoing treatment for various conditions, 
such as pneumonia and cholecystitis, received daily a 
total of 1 Gm. of tetracycline and 2 million units of 
nystatine; the antibiotics were given by capsule in 
divided doses 4 times per day. The combination did 
not cause any signs of intolerance or allergy, and the 
nystatine did not diminish, but rather reinforced, the 
antimicrobic action of the tetracycline. Details of 
these 16 cases are given to illustrate the advantages 
of using nystatine to prevent mycotic complications 
during therapy with tetracycline. 


Agranulocytosis After Treatment with Chlorpromazine 
and Its Derivatives. P. Andresen and G. Tindinge. 
Ugesk. lager 119:390-391 (March 28) 1957 (In Danish) 
[Copenhagen]. 


The report of a case of fatal agranulocytosis after 
treatment with chlorpromazine derivatives is thought 
to be the first such report to be published in Denmark. 
The patient, a man, aged 56, with manic-depressive 
psychosis, died after treatment with chlorpromazine 
and Lacumin for 46 days. The maximum daily dosage 
was 200 mg., and the total dose was 6.6 gm. The au- 
thors caution against the indiscriminate use of chlor- 
promazine, especially in treatment of the pernicious 
vomiting of pregnancy because of the corticotropin- 
depressing effect. 


PATHOLOGY 


Coronary Arteries in the Perinatal Period: Histo- 
morphologic Considerations. L. Locatelli and M. Zan- 
chi. Folia hered. et path. 6:51-61 (Jan.) 1957 [Milan, 
Italy]. 


The authors studied the histological structure of the 
coronary arteries of 29 infants who died of noncardiac 
diseases. Fourteen were male and 15 were female; 16 
were stillborn, 4 died after from 1 to 6 months of life, 
1 lived only 30 minutes, and the others lived from 1 
to 19 days. The tunica adventitia and tunica media of 
both fully developed and premature infants were 
found to he perfectly developed. The tunica adventitia 
was thick and well developed in all the infants. The 
internal elastic membrane had a ribbon-like continu- 
ous aspect. Circumscribed thickening of the internal 
elastic membrane was present in some cases. The 
tunica intima of the premature infants was formed of 
an endothelial membrane; subendothelial tissue was 
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also present in a few cases. Subendothelial tissue was 
present in most of the fully developed infants. The 
authors believe that the development of this sub- 
endothelial tissue of the coronary arteries comes after, 
but is independent of, the development of the sub- 
endothelial tissue of the aorta. No marked difference 
in the structure of the coronary arteries was observed 
between male and female infants. 


The Dead Leukocyte Content of the Blood in Normal 
and Leukemic Patients. N. L. Petrakis, E. Lieberman 
and J. Fullerton. Blood 12:367-372 (April) 1957 [New 
York]. 


Disintegrating leukocytes are commonly seen in 
blood smears and are differentially designated as 
smudge cells, basket cells, or dead cells. Increased 
numbers of these cell forms are found in patients with 
leukemia and septic states. The purpose of the present 
study was to determine whether or not dead leuko- 
cytes are present in the circulating blood in normal 
subjects and in leukemic patients and to study the 
possible relationship between the number of dead 
leukocytes in whole blood and the corresponding 
smudge cell content in blood smears from the same 
person. The technique of the unstained cell counts of 
Schrek was used. This technique readily differentiates 
living from dead cells by the differential permeability 
to weak eosin stain and introduces no significant 
mechanical trauma. With this method, viable cells are 
not stained and appear as colorless, slightly refractile 
spheres, whereas dead cells are freely permeable to 
eosin and stain pink. The numbers of stained leuko- 
cytes were determined in blood samples from 20 normal 
adults and 24 leukemic patients. A small and constant 
number of dead leukocytes was found in the normal 
blood, averaging 46 per cubic millimeter. In patients 
with chronic lymphocytic and acute leukemia, larger 
numbers of dead leukocytes were commonly found, 
ranging from normal values to as high as 4,600 per 
cubic millimeter. No correlation was found between 
the numbers of smudge forms on blood smears from 
these patients and the number of dead leukocytes. 
The smudge forms on blood smears appear to result 
from the mechanical trauma produced in making the 
smears. The leukocytes from patients with chronic 
lymphocytic leukemia and acute leukemia appear to 
be much more susceptible to the mechanical forces 
produced in the preparation of blood smears than are 
leukocytes from normal persons and patients with 
chronic granulocytic leukemia. 


Species of Candida Most Frequently Isolated From 
Man: Methods and Criteria for Their Identification. 
R. W. Benham. J. Chron. Dis. 5:460-472 (April) 1957 
[St. Louis]. 


The 8 clear-cut species of Candida that are isolated 
from man with relative frequency are Candida albi- 
cans, C. tropicalis, C. stellatoidea, C. parapsilosis, C. 
krusei, C. guilliermondii, C. pseudotropicalis, and C. 


- lipolytica. For the direct examination of tissues or 


exudates for the presence of Candida organisms, 
scrapings or a drop of the exudate should be mounted 
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in 10 to 30% sodium hydroxide on a slide, a cover slip 
placed on this, and the preparation gently heated. 
Microscopic examination will reveal oval or round 
budding cells that are frequently clustered along 
mycelial elements near the hyphal septums. The Gram 
stain is useful in examining sputum or exudates, re- 
vealing the organisms as gram-positive. The periodic 
acid-Schiff stain is sometimes useful in examining 
scrapings from dermal or mucosal lesions or tissue 
sections, the organisms staining bright red or magenta. 
Cultures should be made by planting bits of tissue or 
streaking exudates on slants or plates of Sabouraud’s 
glucose agar, to which antibiotics may be added if 
contamination with bacteria or molds is suspected. 
The morphology of giant colonies, although not diag- 
nostic, is sometimes helpful in identification. Biochem- 
ical reactions due to the ability to ferment or assimi- 
late certain sugars are useful criteria for distinguishing 
between species. The agglutination and agglutination- 
absorption tests are additional useful criteria for sepa- 
rating or grouping certain Candida species. Two 
preparations, i. e., carbowax-sulfur ointment and nys- 
tatin were used successfully in the treatment of cuta- 
neous moniliasis, vaginal moniliasis, diaper rash, and 
vulvovaginitis. 


Saphenous Varicosities due to Abnormal Pudendal 
Artery. M. Wagner, H. B. Benjamin and W. Zeit. 
Wisconsin M. J. 56:196-197 (April) 1957 [Madison, 
Wis.]. 


An aberrant course of the deep external pudendal 
artery may cause pressure on the saphenous vein and 
be one of the factors responsible for varicosities in the 
greater saphenous system. Of 159 extremities dissected 
in the course of 81 autopsies, this anomaly was found 
in 27 (16.9%). This compares closely with the incidence 
of an aberrant course of the deep external pudendal 
artery found in 18 (16%) of the 112 extremities of 
patients. 


Studies of the Iron-Containing Granules in Normal 
and Abnormal Erythrocytes by Means of the Electron 
Microscope. M. Bessis and J. Breton-Gorius. Rev. 
hémat. 12:43-63 (Jan.-March) 1957 (In French) [Paris]. 


The iron-containing granules that are seen by ordi- 
nary miscroscopy in certain normal and abnormal 
erythrocytes (siderocytes) had been shown by the 
authors, in previous work, to consist of dense swarms 
of extremely fine particles, from 4 to 10 mu in diameter. 
These have been demonstrated to occur normally in 
all erythroblasts and to penetrate into the erythro- 
blasts from the circumambient medium about the 
reticular cells. These cells in turn derive the particles 
during the catabolism of erythrocytes that have been 
phagocytized. The present study extends these obser- 
vations to certain types of spontaneous hemoglobin- 
opathy in man and experimental lead poisoning in the 
rat. Electron micrographs in magnifications up to 
180,000 diameters clearly show the distribution of the 
ferruginous particles within the cell and show that 
they, along with a little of the surrounding liquid, 
enter the cell by a process of pinocytosis. In 2 cases 
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of anemia of the Mediterranean type electron micro- 
scopy verified the biochemical finding that iron can be 
present in normal or higher than normal amounts 
despite a deficiency of hemoglobin; the iron is present 
as particles, sometimes as dense aggregates, some- 
times as diffusely scattered like dust. In hemoglobin- 
opathies, the iron can exist in large amounts within 
the cell and remain unused for the synthesis of hemo- 
globin. Experimental lead poisoning was produced in 
rats. The blood in this condition contains many im- 
mature cells, characterized by large size, basophilia, 
and the presence of mitochondria and vacuoles; many 
of these cells contain 1 or 2 masses of ferruginous 
particles. The masses were especially large in eryth- 
roblasts from the bone marrow. Large masses of the 
same sort were also found in the macrophages of the 
spleen. 


The Antituberculous Effects of Pyrazinoic Acid Amide 
in Vitro and Electron Miscroscopic Findings. G. Pes- 
cetti and M. L. Anselmetti-Dughera. Minerva med. 
48:292-304 (Jan. 31) 1957 (In Italian) [Turin, Italy]. 


The authors studied (1) the effect of increasing 
quantities of pyrazinoic acid amide on the growth of 
Mycobacterium tuberculosis in a liquid medium, (2) 
the effect of the drug on the growth of tubercle bacilli 
in a liquid medium acidified up to pH 5.5, and (3) the 
morphologic changes of the organisms observable with 
an electron microscope after increasing quantities of 
pyrazinoic acid amide were added to the liquid cul- 
tures in full growth. Two strains of M. tuberculosis 
were used—the H37Rv and a strain that was resistant 
to 100 mcg. per cubic centimeter of streptomycin and 
10 meg. per cubic centimeter of isoniazid. In vitro 
findings showed that pyrazinoic acid amide has a poor 
bacteriostatic effect, a dose of 1,000 mcg. per cubic 
centimeter being required for complete inhibition of 
the growth. Similar results were also obtained with 
strains of bacilli resistant to streptomycin and hydra- 
zine. Observations with the electron microscope 
showed that pyrazinoic acid amide starts having a 
destructive and clearly disintegrative effect on the 
organisms after 12 days when a dose of 100 to 250 
mcg. per cubic centimeter is used and after 6 or 7 days 
with a dose of 500 to 1,000 mcg. per cubic centimeter. 
A scission and reproduction more marked than those 
in the controls were observed during the first hours 
and first days after the administration of 100 to 250 
mcg. of pyrazinoic acid amide per cubic centimeter. 
Signs that the organisms were being adversely affected 
were observed from 4 to 8 days after the administra- 
tion of 100 to 250 meg. per cubic centimeter of the 
drug and from 2 to 4 days after the administration of 
larger doses. Observations made 12 days after the ad- 
ministration of a dose of the drug of 100 mcg. per 
cubic centimeter showed that 20% of the culture had 
been destroyed; 50% was destroyed with a dose of 
250 meg. per cubic centimeter, 80% with 500 mcg. per 
cubie centimeter; and almost complete destruction 
occurred with a dose of 700 to 1,000 mcg. per cubic 
centimeter: Similar results were obtained with strains 
of bacilli resistant to streptomycin and hydrazine. 
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RADIOLOGY 


Common Early Complications with Cobalt-60 Tele- 
therapy. W. E. Schlabach and K. J. Myers. West Vir- 
ginia M. J. 53:149-153 (April) 1957 [Charleston]. 


Cobalt-60 teletherapy produces rays equivalent to 
those produced by a 3-million-volt roentgen-ray ma- 
chine. They are mostly gamma rays, which penetrate 
more than 5 mm. into the tissues with little surface 
effect. In a series of 7 patients, 5 women and 2 men, 
who were treated with cobalt-60 for cancers of ab- 
dominal or pelvic organs, the most common early 
complications were nausea, vomiting, and diarrhea, in 
that order. It is not possible to rely on the skin re- 
action as a guide to irradiation tolerance in cobalt-60 
teletherapy, because the skin reaction is minimal. The 
limiting factor is in the deeper tissues, more especially 
in the gastrointestinal mucosa. The effect is greatest 
in the small intestine, then in the colon and in the 
stomach. No close correlation between the amount of 
total irradiation and the nausea, vomiting, and diar- 
thea were observed. The more extensively the intes- 
tinal tract was irradiated, however, the greater was 
the difficulty in controlling these symptoms. 


The Effect of Radiation on the Esophagus: A Clinical 
and Histologic Study of the Effects Produced by the 
Betatron. W. B. Seaman and L. V. Ackerman. Radi- 
ology 68:534-541 (April) 1957 [Syracuse, N. Y.]. 


Twenty patients with carcinoma of the lung who 
were irradiated with the betatron could not be ade- 
quately treated without inclusion of the esophagus 
within the irradiated area. With 1 exception, none of 
these patients had a known esophageal extension of 
their disease or dysphagia before irradiation therapy. 
All had clinical evidence of irradiation esophagitis of 
varying degree. Of the 20 patients, 11 had a mild 
reaction consisting of slight to moderate substernal 
burning, beginning usually in the third week of ther- 
apy and continuing for several weeks after the com- 
pletion of treatment. The pain was not severe enough 
to interfere seriously with nutrition but frequently 
required some dietary modification. Four patients had 
moderately severe reactions characterized by more 
severe pain on swallowing and lasting 2 to 3 months 
after the end of therapy. The remaining 5 patients had 
severe reactions manifested by pronounced dysphagia 
and the development of permanent organic strictures 
requiring dilatation. In 2 patients, a tracheoesophageal 
fistula occurred. The time of the appearance of the 
dysphagia varied from the 12th to the 30th day after 
the institution of therapy and after the esophagus had 
received doses varying from 2,000 to 2,500 r in 2 weeks 
to 4,000 to 4,500 r in 4 weeks. Roentgenographic 
studies during the period of acute esophagitis re- 
vealed constrictive narrowing of the esophageal lumen 
as the most common finding. 

Some of the irradiated esophagi were studied his- 
tologically when autopsy was performed on patients 
who died 8 to 12 months after the completion of 
therapy. In 1 patient a partial esophagectomy was 
hecessary. There was marked thickening of the sub- 


mucosa, and abnormal nuclei and vacuolization of the 
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cytoplasm were seen microscopically. Edema separat- 
ing muscle bundles was observed in the muscular 
layer—a most remarkable finding, since muscle is sup- 
posed to be an extremely radioresistant tissue. In an 
attempt to correlate the severity of the reactions with 
the total dose and the time of irradiation, it was found 
that 6,000 r given at a rate of 1,000 r per week seems 
to be the maximum tolerable dose. The authors’ clini- 
cal experience is more in accord with the recent 
experimental work that assigns to 24-million-electron- 
volt (mev) radiation a relative biological effect of 


about 1. 


The Importance of Splenoportography in Diagnosis of 
Hemorrhages of the Digestive Tract. J. C. Ménégaux. 
J. chir. 73:391-412 (April) 1957 (In French) [Paris]. 


The correct diagnosis of the causes and the degree 
of severity is of prime importance in patients with 
hemorrhages of the digestive tract. Splenoportography 
is particularly useful in supplying the necessary infor- 
mation on the causes of these hemorrhages and the 
degree of their severity. Splenoportography should be 
carried out routinely if splenomegaly is present. The 
existence of portal hypertension, the localization of 
the site of obstruction, and the confirmation of the 
development of esophageal varices can be determined 
by splenoportography. It is also helpful in differentiat- 
ing portal hypertension caused by intrahepatic ob- 
struction, such as cirrhosis, from that caused by 
extrahepatic block. Splenoportography is well toler- 
ated even by severely diseased patients. Through 
splenoportography fewer so-called cryptogenetic hem- 
orrhages are encountered. 


Radiologic Diagnosis of Tumor-like Lesions of the 
Breast. J. D. Picard and J. P. Desprez-Curely. Semaine 
hép. Paris 33:1472-1481 (April 14) 1957 (In French) 
[Paris]. 


Thirteen roentgenograms are given to illustrate 
conclusions reached in a study of about 2,000 mam- 
mographies. In young women the glandular tissue is 
normally developed to such a degree as to interfere 
with the recognition of the very irregular or star- 
shaped opacities of malignant tumors; these are more 
easily seen in the fatter breasts of older women, after 
the opacities of the normal glandular tissue have dis- 
appeared. In cases of doubt, it is necessary to com- 
pare the right and left breasts and to study the same 
region both in profile and in the frontal aspect. The 
opacity that is characteristic of malignancy has pro- 
longations radiating outward from a dense central 
structure. The prolongations are of variable length but 
tend to direct themselves toward the skin and the 
nipple; they also tend to draw the skin inward, and 
the skin is thickened where they touch it. 

Nodular opacities sometimes look smooth in contour 
at first sight but prove to have a finely irregular out- 
line when examined more closely. A roughening of 
the contour is to be regarded with suspicion. Calcifica- 
tions in the form of grains of the size of pinheads or 
sand-particles are sometimes found in normal breasts 
and sometimes in association with benign lesions; their 
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significance must be judged by their relation to other 
opacities. Fine calcifications, seen within the nipple 
and tending to form a circle about it, should make one 
think of intraepithelial carcinoma of the nipple and 
should prompt a search for an intramammary epithe- 
lioma. An edematous appearance of the breast as a 
whole, especially if associated with infiltration of the 
skin, is probably malignant; rarely a diffuse edema 
occurs in tuberculosis. 

A radiologically benign breast tumor is spherical or 
oval or has polycyclic contours that are clear and 
regular. Unfortunately, there are deceptive borderline 
types, and the radiologic diagnosis does not always 
agree with the clinical. In 3 cases out of 200 cancers 
of the breast diagnosed clinically the radiologic pic- 
ture was that of an innocent nodular fibrosis. The 
opposite situation occurs rarely, but mammography 
has occasionally supplied the explanation of pain in a 
breast that appeared otherwise to be normal. The most 
difficult task is that of distinguishing a malignancy 
from a chronic inflammation, but in 6 cases the diag- 
nosis was decided by finding calcifications, nodular 
opacities, or diffuse edema characteristic of malignant 
lesions. 

It was possible to settle the diagnosis of malignancy 
in 90% of the 200 cases studied radiologically. In 7% 
the suspicion of malignancy was not corroborated 
radiologically, and in 3% a lesion that was malignant 
clinically did not betray itself radiologically. It is 
evident that mammography is valuable provided its 
limitations are kept in mind. 


ANESTHESIA 


Antisialogogue Drugs in Man: Comparison of Atro- 
pine, Scopolamine (l-hyoscine) and 1-hyoscyamine 
(Bellafoline). G. M. Wyant and A. B. Dobkin. Anes- 
thesia 12:203-214 (April) 1957 [London]. 


One of the properties of the belladonna alkaloids is 
the inhibition of glandular secretions of the alimentary 
and respiratory tracts by virtue of their parasym- 
patholytic properties. This they do by blocking the 
response to acetylcholine at the effector organs in- 
nervated by postganglionic cholinergic fibers. This 
drying action of the belladonna drugs is one of the 
reasons why they are so frequently incorporaied into 
preanesthetic medication. The most commonly used 
agents for this purpose are atropine and scopolamine, 
but in recent years 1-hyoscyamine (Bellafoline) has 
been added to this group. Reviewing the literature on 
the antisialogogue drugs, the authors give particular 
attention to Galloon’s investigations, in which the dry- 
ing effect of atropine and 1l-hyoscyamine was com- 
pared. Galloon concluded that the drying of salivary 
secretion produced by 1-hyoscyamine was greater than 
that after the same dose of atropine, that the maxi- 
mum effect was maintained for a longer period, and 
that the return to normal was more delayed. He also 
noted some undesirable side-effects from the use of 
1-hyoseyamine, such as severe dizziness, choking, and 
shortness of breath. Tachycardia with 1-hyeseyamine 
was more pronounced than that resulting from the 
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administration of atropine. He believed that these 
side-effects must be weighed carefully against the in- 
creased drying effect, as compared with that of atro- 
pine. While Galloon evaluated the antisialogogic action 
of 2 of the belladonna derivatives, the authors believe 
that a comparison of the drugs, including scopolamine, 
would be desirable. 

In 3 groups of experiments they compared the dry- 
ing effect of atropine, scopolamine, and 1-hyoscyamine 
by collecting parotid saliva. They assumed that the 
salivary secretion from 1 parotid gland is directly pro- 
portional to the total secretion by all salivary glands 
together. They believe that this assumption is justified 
because of the impossibility of collecting saliva from 
glands other than the parotid by any method other 
than that of having the subjects spit into a container. 
This they did not consider an accurate enough method 
of measurement. They found that the antisialogogue 
effect of scopolamine and 1-hyoscyamine was greatly 
superior to that of atropine, with scopolamine slightly 
more potent than 1-hyoscyamine. Furthermore, indi- 
vidual variations after the administration of atropine 
were more marked than those after the other 2 bella- 
donna derivatives. 


Anesthesia with Hypothermia in General Surgery and 
in the Surgery of Portal Hypertension. L. Leger, M. 
Lands and J. Dorbon. Mém. Acad. chir. 83:260-271 
(March 6 and 13) 1957 (In French) [Paris]. 


Refrigeration, in addition to the customary anesthet- 
ic agents, was used in 40 patients, of whom 21 were 
over the age of 60 years. The indications included 
poor general condition in 14 cases, extension of cancer 
in 14, and advanced age (70 years or over) in 10. 
Eleven of the operations were for the correction of 
portal hypertension, and 6 others involved the bile 
passages. Premedication included the giving of pro- 
methazine and a barbiturate the night before the 
operation and an opiate, with either atropine or sco- 
polamine, an hour before the induction. A relaxant, 
usually d-tubocurarine, was given with pentothal; this 
was followed by tracheal intubation and the admin- 
istration of oxygen. The patient was laid on a mattress 
of ice bags, and the trunk and extremities were covered 
with ice in containers. The cooling was stopped when 
the temperature. recorded by an electrode in the 
rectum, reached 35 C (95 F). The temperature con- 
tinued to fall after the ice was removed but was never 
allowed to go below 30 C (86 F). 

Hypothermia permitted interruption of the portal 
circulation and was especially appreciated in the per 
formance of portocaval anastomoses. Four case his- 
tories of portocaval anastomoses are given in detail. 
with graphs illustrating the course of the temperature, 
pulse, and blood pressure in 1 case. The case history 
of a patient who survived ligation of the hepatic artery 
[said by textbook writers to be “lethal because it 
causes necrosis of the basic liver structures”] and re- 
covered without complications. is likewise accom 
panied by details im-graphic form.- ~~ 

Striking, falls of blood pressure levels scammed re: 
peatedly, when. the hepatic blood supply was. 
rupted, but they. were tolerated remarkably well. In! 


i 

| 

— 

it 

v 

4 

& 

a 0! 

th 

el 

P 

Ps 

— 

— 

Ni 

bu 

the 

mc 

CO} 

tio 

eng 

od 

du) 

anc 

thi: 

day 

in ¢ 

line 
of ¢ 

| | the 


never 


portal 
he per- 
se his- 
detail. 
rature, 
history 
» artery 
ause it 
and re- 
accom: 


od qe: 
s inter 
In) 


Vol. 164, No. 12 


instance, repeated infiltration of the carotid sinus with 
procaine was necessary to combat a severe cardiac 
arrhythmia. Of the 6 deaths that occurred, 4 were 
clearly connected with the underlying disease, and 
there were only 2 cases in which the appropriateness 
of using hypothermia might have been questioned. 
\lost of the patients were poor surgical risks. During 
the rewarming, before the temperature reached 34 C 
(93 F), the patients did not report any disagreeable 
sensations; they remained calm and seemed more 
euphoric than patients after the usual surgical anes- 
thesia. 


PHYSIOLOGY 


A Comparative Investigation on the Insulin-Inhibitory 
Power of Leukocytes, Erythrocytes, Platelets, and 
Plasma of Normal and Diabetic Subjects. S$. Marigo, S. 
Altieri and G. Panelli. Arch. sc. biol. 41:39-45 (Jan.- 
Feb) 1957 (In Italian) [Bologna, Italy]. 


The authors studied in vitro the insulin-inhibitory 
power of leukocytes, erythrocytes, platelets, and 
plasma from 8 diabetics and 4 normal subjects. The 
blood elements were isolated, washed, and suspended 
in an isotonic sodium chloride solution to obtain nor- 
mal concentrations. The results obtained in 9 subjects 
showed that in physiological concentrations erythro- 
cytes and especially leukocytes in vitro may inhibit 
insulin more readily than does plasma. The platelets 
were less active than plasma. In 3 diabetics with in- 
sulin resistance, the plasma had more inhibitory power 
than the other elements of the blood. The authors 
believe that all the elements of the blood are capable 
of inhibiting insulin and that, depending on the re- 
spective physiological concentration of each element, 
the leukocytes have the highest degree of intensity; 
erythrocytes, plasma, and platelets follow in order. 
Plasma has the highest degree of intensity in insulin- 
resistant patients. 


Psychologic Effects of Thiamine Restriction and De- 
privation in Normal Young Men. J. Brozek. Am. J. Clin. 
Nutrition. 5:109-120 (March-April) 1957 [New York]. 


The effects of a prolonged restriction and of a brief 
but acute deprivation of thiamine were studied in 10 
young men who were clinically normal at the start of 
the experiment, which consisted of 4 periods: (1) a 
month devoted to standardization and collection of 
control measurements; (2) 168 days of partial restric- 
tion of thiamine, with respective daily intakes of 0.61 
mg. (4 men), 1.01 mg. (4 men), or 1.81 mg. (2 men) and 
energy expenditure of about 3,300 calories; (3) a peri- 
od of acute thiamine deprivation lasting 15 to 27 days, 
during which all men received a thiamine-free diet 
and no thiamine supplements; and (4) a period of 
thiamine supplementation (5 mg. a day for 9 to 21 
days). With other vitamins of the B complex available 
in adequate amounts, the intake of 0.2 mg. of thiamine 
per 1,000 calories in the men tested was at the border- 
line of deficiency. In acute deprivation definite signs 
of deficiency developed within days or weeks. When 
the men whose diets were previously thiamine re- 
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stricted and unsupplemented men were placed on a 
practically zero intake of thiamine, they showed a 
poor resistance to thiamine deficiency. This is an addi- 
tional argument for considering the intake of about 
0.2 mg. of thiamine per 1,000 calories as bordering on 
the inadequacy level. 

Oral administration of thiamine was started in each 
man when it appeared that the deficiency had pro- 
gressed as far as was considered safe. At this time 
general weakness and incoordination of the legs was 
pronounced, anorexia was extreme, and hyperpyru- 
vinemia was present. Thiamine supplements restored 
appetite and brought about a dramatic change in the 
attitudes of the men. The signs of peripheral neurop- 
athy were more refractory. In one man definite resi- 
dues, in the form of a peculiar gait, remained for 
several months. Marked changes in the direction of 
deterioration were observed during thiamine depriva- 
tion on the “psychoneurotic” scales of the Minnesota 
multiphasic personality inventory. Later these changes 
were reversed through the giving of thiamine supple- 
ments. Within the limits of the experimental condi- 
tions, performance on intelligence tests was not af- 
fected by thiamine deprivation. There was a marginal 
decrement in flicker fusion frequency and the rate of 
perceptual fluctuations. 

In the sensory area, the most consistent change, 
with statistically significant decrement in deprivation 
and return toward normal on supplementation, was 
observed in the pressure-pain threshold. Manual speed 
and coordination, complex body-reaction time, and 
toe-reaction time showed a similar pattern of statis- 
tically significant changes. Motor speed (tapping), eye- 
hand coordination, manual steadiness, and body sway 
also became worse in thiamine deprivation and re- 
covery on supplementation, but only one or the other 
change was statistically significant. The nutritional 
status during the period of partial restriction was re- 
flected in the tendency toward greater changes in the 
direction of worsening among men receiving only the 
basal diet plus placebos before acute thiamine de- 
privation in comparison with the men who were given 
supplements (0.4 mg. and 1.2 mg. of thiamine respec- 
tively). This differentiation was especially noticeable 
in the selected scales of the Minnesota multiphasic 
personality inventory (hypochondriasis, depression, 
and hysteria) and in several aspects of motor per- 
formance. These observations are significant in that 
they (1) provide information on the thiamine require- 
ments of normal young men and (2) give a compre- 
hensive characterization of the psychological changes 
which were associated with acute thiamine deficiency 
and were reversed rapidly and completely when nu- 
tritional supplements were given. 


Effects of External Electrical Pacemaker Stimuli on 
the Human Heart. B. G. P. Shafiroff and J. Linder. 
J. Thoracic Surg. 33:544-550 (April) 1957 [St. Louis]. 


Electrical repetitive impulses were applied without 
preliminary sedation or other premedication to 16 
adult hospital patients between the ages of 24 and 85 
years with normal sinus rhythm, who served as volun- 
teers. A total of 54 electrical tests of the heart through 
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all tolerable stimulatory ranges were made in these 
volunteers with a specially constructed electrical stim- 
ulator or pulse generator, producing bioelectrical cur- 
rents traversing the esophagus with sufficient intensity 
to excite the sino-auricular node and to elicit maximal 
cardiac response. Electromanometric tracings of the 
pulse form of the brachial artery established proof of 
correlation between external stimulation of the heart 
and ventricular contractions and reflected changes 
in the peripheral blood pressure during the period 
of myocardial stimulation. Kymoroentgenograms re- 
vealed the increased frequency of auricular and ven- 
tricular beats elicited. Electrocardiograms taken at 
the beginning and end of electrical stimulation of the 
heart showed no pathological changes due to pro- 
longed stimulation. Results showed that efficient myo- 
cardial contractions at a rate greater than the normal 
sinus rhythm can be produced by means of repetitive 
electrical stimulation. 

Ten surgical patients consented to the application 
of electrical cardiac stimulation in the course of ap- 
pendectomies and herniorrhaphies performed with 
the aid of thiopental spinal anesthesia. In all these 
patients, the heart beat was “taken over” by the pace- 
maker during the operative procedures. The elec- 
trical stimulations were repetitive at a frequency of 
100 to 120 per minute, with a pulse width of 30 milli- 
seconds from a 40-volt output. Control of the heart 
commenced immediately after induction of anesthesia, 
and external regulation at 100 to 120 beats per minute 
was continued throughout the entire operative period, 
which averaged 75 minutes. The preanesthetic heart 
rate averaged 80 beats per minute, and the postopera- 
tive rate, after discontinuation of the pacemaker, av- 
eraged 94 beats. Reversion to normal sinus rhythm 
was immediate in every patient. Seven patients noted 
no adverse affects after recovery from the prolonged 
stimulation during anesthesia and operation. Three 
patients complained of a dull ache in the chest that 
subsided within 72 hours. 


The Dynamics of Swallowing. 1. Normal Pharyngeal 
Mechanisms. M. Atkinson, P. Kramer, S. M. Wyman 
and F. J. Ingelfinger. J. Clin. Invest. 36:581-588 (April) 
1957 [New York]. 


The forces involved in the propulsion of the bolus 
through the pharynx have been a source of contro- 
versy. Some have maintained that the bolus is ad- 
vanced under positive pressure by the action of the 
muscles of the tongue and pharynx; yet others, in 
particular Barclay, who believed that, after pre- 
liminary elevation, the pharynx suddenly descended, 
thereby sucking the bolus downward, have postulated 
negative intropharyngeal pressures. Barclay’s concepts 
have few adherents today, but transient negative 
pressures, uncertain as to origin and purpose, do ap- 
pear during swallowing. It is generally assumed that 
the pharynx in the resting state is closed off from the 
esophagus, and, although the existence of an anatomic 
sphincter in this region is controversial, the lower part 
of the inferior constrictor and perhaps the adjoining 
circular muscle of the esophagus are believed to per- 


form this function. To investigate the mechanism of — 
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swallowing and the nature and magnitude of the 
forces involved, the authors recorded intraluminal] 
pressures simultaneously from 3 levels in the pharynx 
and esophagus. At the same time rapid serial roent. 
genograms were taken to permit interpretation of 
pressure records in terms of anatomic function and 
movement of the bolus. These observations form the 
basis of this report. 

Intrapharyngeal pressures were recorded through 
water-filled, open-ended polyethylene tubes attached 
to Sanborn electromanometers and a 4-channel, direct. 
writing Sanborn recorder. For measuring resting pres- 
sures in the pharynx and upper part of the esophagus, 
a single tube was used. For measuring swallowing 
complexes, 3 such tubes were fastened together. These 
tubes were inserted into the pharynx and esophagus 
through the nose. Resting intraluminal pressure was 
elevated at the pharyngoesophageal junction in each 
of 30 normal subjects, the mean pressure level being 
35 mm. Hg. This zone of elevated resting pressure 
corresponded roentgenographically with the position 
of the cricopharyngeal sphincter. During swallowing, 
intraluminal pressures were recorded simultaneoush 
from 3 sites in the pharynx and esophagus, while serial 
roentgenograms were taken at 12 per second. In the 
pharynx, 2 peaks of pressure occurred, the first coin- 
ciding with the entry of the bolus and the second 
with constrictor contraction. In the high pressure zone 
at the cricoid level, an abrupt fall to, or to just above, 
intraesophageal pressure occurred on swallowing, fol- 
lowed by an equally abrupt return to the high resting 
level after the passage of the bolus. These findings 
support the view that the cricopharyngeus is a true 
sphincter. No pressures lower than esophageal pres- 
sures were recorded during the passage of the bolus 
therefore, swallowing does not involve suction. 


The Dynamics of Swallowing: II. Neuromuscular 
Dysphagia of Pharynx. P. Kramer, M. Atkinson, S. M 
Wyman and F. J. Ingelfinger. J. Clin. Invest. 36:589- 
595 (April) 1957 [New York]. 


Neuromuscular disorders involving the pharynged! 
phase of swallowing have hitherto been classified 0 
a radiologic basis into descriptive but rather nov 
specific categories, such as vallecular dysphagia, s 
called on account of the residuum of barium see? 
after swallowing in the valleculae and _pyrifom 
sinuses; spasm of the mouth of the esophagus; and 
cricopharyngeal achalasia. The exact pathophysiolog 
has been difficult to define, although the developmett 
of cinefluoradiography in recent years has enabled 
detailed observation of the anatomic movements 0! 
deglutition. This technique, however, has as yet give! 
little additional information about the nature av 
extent of the propulsive defect in the neuromusculi! 
dysphagias. In particular, the question of whethe! 
functional disturbance of the cricopharyngeus hindes 
the passage of the bolus is unsettled. To investigat 
disorders of the swallowing mechanisms in patie! 
with various neuromuscular dysphagias, the author 
applied the same technique of intraluminal pressut 
recording and simultaneous rapid serial radiograp!! 
they used to investigate normal swallowing. 
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They investigated disorders of swallowing in 4 pa- 
tients with postpoliomyelitic dysphagia, 2 with myas- 
thenia gravis, and 1 with dystrophia myotonica by 
recording intraluminal pressures from the pharynx 
and esophagus, combined with synchronous rapid 
serial radiography during barium swallows. After 
poliomyelitis, failure to close off the nasal passages, 
with consequent dissipation of oropharyngeal pressure, 
and paralysis of the pharyngeal constrictor muscles 
appeared to be the principal abnormalities. The crico- 
pharyngeus functioned normally in each of the 4 pa- 
tients, and no evidence of achalasia or spasm was ob- 
tained. In 2 patients with myasthenia gravis and 1 
with dystrophia myotonica, a generalized muscular 
weakness, particularly involving the tongue muscles, 
appeared to be important in producing dysphagia. 
The cricopharyngeus, a striated muscle, was involved. 


PUBLIC HEALTH 


§ Contaminated Milk: Clinical Aspects of the Paraty- 


phoid “B” Epidemic in Lancaster County. W. M. 
O'Donnell and W. D. Schrack Jr. Pennsylvania M. J. 
60:483-485 (April) 1957 [Harrisburg]. 


An epidemic of paratyphoid fever involving 279 
patients occurred in Lancaster County, Pennsylvania, 
in December, 1955. Epidemiologic investigation in- 
criminated milk as the vehicle that spread the Sal- 
monella paratyphi B. The source of dissemination was 
traced to a permanent carrier employed by a local 
dairy. The patients ranged in age from 5 months to 65 
vears, but 80% of the patients were less than 16 years 
old. Fever, anorexia, diarrhea, headache, rose spots, 
vomiting, and abdominal pain or tenderness were the 
most frequent symptoms. Stool cultures were made on 
all patients and S. paratyphi B was found in the stools 
of 208. Blood cultures were made in 46 and proved 
positive in 35; agglutination tests were positive in 105 
of 128 patients. Of the 71 patients with negative stool 
cultures, 1 had a positive blood culture and 31 had 
positive agglutination tests. Thus, positive laboratory 
evidence was obtained in 240 patients. The 59 patients 
who were hospitalized were treated with chlor- 
amphenicol in varying doses, but the drug had no 
influence on the acute stage of the disease. Less than 
1% of the 279 patients, 80% of whom had received 
chloramphenicol, were excreting the organism at the 
end of 6 months, and all patients had a bacteriologic 
recovery at the end of 9 months. Chloramphenicol 
therapy may have been of value in reducing the con- 
valescent carrier rate. 


Factors Associated with Accidental Poisoning of Chil- 
dren: A Progress Report from the Louisville Poisoning 
Control Program. E. E. Taylor and W. C. Adams. 
~o M. J. 50:447-452 (April) 1957 [Birmingham, 
Ala.]. 


One hundred cases of accidental ingestion of poisons 
by children were investigated during 1955 by the 
Louisville Poisoning Control Center. Medications, 
such as salicylates and laxatives, were the poisonous 
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agents in 22 cases; cleaning agents, such as bleach and 
furniture polish, in 26, rodenticides and insecticides 
in 19; petroleum distillates, such as kerosene and fuel 
oil, in 22; painting supplies in 6; and miscellaneous in 
3; while the poisonous agents were unknown in 2. Al- 
together, 28 different agents were involved in the 100 
cases. Factors that appeared to have contributed to 
the occurrence of poisoning included permanent loca- 
tion of the agent in an accessible place; the agent 
being obtained while being used by another person, 
the agent being used and then left in an accessible 
place, rather than returned to its permanent location, 
the agent being a pesticide used on the floor; the agent 
having no warning label: the agent being removed 
from its original container and placed in a container 
that could be easily handled by @*ehild and would 
likely be associated with eating or. drinking; the 
actions of an older child contributing to the accident; 
and the victim being away from his home environ- 
ment. Of the 100 children, 85 were under the super- 
vision of a parent at the time of the accident, but in 
41 cases the parent and child were not in the same 
room. Seventy-five children were 2 or 3 years old. This 
striking age distribution should make it possible to 
achieve control of accidental poisoning. Such accidents 
can largely be prevented if, for a rather brief period 
in a child’s life, he or she is isolated from poisons. 
Anticipatory guidance of parents by physicians and 
nurses is recommended. 


Occurrence of Late Syphilis in Untreated Syphilitic 
Patients. J. Towpik. Brit. J. Ven. Dis. 33:2-4 (March) 
1957 [London]. 


In Poland, the introduction of modern methods of 
venereal disease control, based on a new epidemi- 
ologic and clinical approach, has reduced the incidence 
of syphilis from 50 per 10,000 of population in 1947 to 
0.97 in 1955. Part of the general campaign against 
syphilis was aimed at the prevention of late latent and 
seemingly latent syphilis so prevalent in Poland. Pa- 
tients were found by mass serologic examinations, 
prenatal and premeployment examinations, voluntary 
control examinations and in other ways. The majority 
had no complaints, and their general health was good, 
but provision was made to enable those with latent 
syphilis to undergo, free of cost, all the tests and 
examinations necessary to establish a precise diagnosis. 
Special examination centers, each staffed by a team of 
specialists, were organized in all parts of the country. 
The results of the specialist examinations and of the 
spinal fluid tests, together with the case histories, were 
scrutinized by a highly qualified syphilologist. Among 
4,500 patients with different forms of late syphilis seen 
at the Institute of Dermatology and Venereology in 
Warsaw from 1950 to 1955, 500 were found with un- 
treated syphilis. Their ages ranged from 26 to over 
65 years. Of this group, 164 had late latent syphilis, 
while 336 had different forms of late syphilis. In this 
latter group were 234 with neurosyphilis among whom 
a comparison was made between the symptoms and 
spinal fluid findings. In 38 patients with advanced 
symptoms, the spinal fluid was normal, In most neuro- 
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syphilitic patients, active pathological processes died 
out spontaneously at a comparatively early stage. 

In only 5 of 26 married couples in the group, had 
the disease taken the same course. All the married 
couples had become infected after marriage. In gen- 
eral, the course was milder in women. Thus, in spite 
of being infected by the same strain of spirochete for 
a similar length of time, the course of the disease was 
different in husband and wife. This indicates the 
fundamental importance of the individual immuno- 
biological processes that occur during the long course 
of syphilitic infection. Seventy patients had various 
coexistent forms of the disease. Although this study 
provided some information on the course of the im- 
munological processes and on the development of late 
systemic changes in untreated patients, final conclu- 
sion could not be reached from it, because there were 
wide differences in the ages of the patients, the dura- 
tion of infection was not known, and patients achiev- 
ing spontaneous seronegativity and recovery were not 
included, Nevertheless, the study revealed the com- 
paratively early appearance of systemic lesions, and 
the frequent coexistence of different forms of systemic 
change in the same patient and that spontaneous 
burning-out of the pathological processes in the spinal 
fluid and in the central nervous system is compara- 
tively frequent in patients with untreated syphilis. 


Genetical Investigations in a North Swedish Popula- 
tion: The Offspring of First-Cousin Marriages. J. A. 
Book. Ann. Human Genet. 21:191-221 (March) 1957 
[London]. 


People who ask for information about the genetic 
risks for children from marriages between cousins are 
not interested in knowing that the risk for a specific 
recessive disorder increases from, for example, 1/10,- 
000 to 1/800. They want to know the total risk that 
either one or another genetic accident will occur in 
their family. Information about the offspring of mar- 
riages between first cousins is limited insofar as 
unselected data are concerned. A collection of such 
data was therefore included in the genetic investiga- 
tions of parishes in north Sweden. Within a region in 
north Sweden all marriages between first cousins 
existing on Sept. 1, 1947, were registered. The data 
comprise 34 such marriages, with a total of 218 live- 
born children, and 32 random control families, with 
165 children. All subjects were medically examined. 
The population studied was well suited for fertility 
investigations because of the uniform social conditions 
and the almost complete absence of birth contral (at 
least up to 1945) and criminal abortions. The latter 
features were connected with the prevalence of a 
puritanical religion (Laestadianism) within the area. 
For a comparison of the fertility in the 2 groups, only 
children who were born in wedlock were taken into 
account. The fertility of the marriages between 
cousins did not show any significant deviation from 
the average fertility in this population. The mortality 
of live-born children to married cousins was not sig- 
nificantly higher than that of the children born to the 
control group. The frequency of spontaneous abor- 
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tions and stillbirths was lower in the group of married 
cousins, but the total mortality did not differ signifi. 
cantly from the average in the population. Married 
cousins produced more mentally defective and poorly 
gifted children per capita than did the control group. 

In classifying diseases and defects according to a 
genetic or nongenetic origin, it was found that 41 of 
the 218 children from marriages between first cousins 
and 13 of the 165 children from the control group 
had genetic disorders. Insofar as recessive or probably 
recessive conditions are concerned, the estimated total 
morbid risk for the children of married cousins would 
be about 16% and for the control group about 4%. 
Because of lack of precise knowledge of the genetics 
of several of these conditions, the classification must 
be rather arbitrary. If diseases or defects with a 
questionable mode of inheritance are included, the 
corresponding figures would be about 28% and 6% 
respectively. Because these results refer to a specific 
population, they should not be used as a basis for 
uncritical generalizations. 


Review of 1,000 Home Accidents. E. H. Lossing and 
R. B. Goyette. Canad. J. Pub. Health 48:131-140 (April) 
1957 [Toronto, Canada]. 


Environmental hazards, such as faulty design and 
construction of houses, inadequate repairs and main- 
tenance, and careless and haphazard housekeeping, 
all contribute their share to home accidents. Such 
human failings as carelessness, preoccupation, and 
impulsiveness are also important. In order to lear 
more about the cause of accidents, the authors investi- 
gated the inter-relationship of attributes of the host, 
agent, and environment in 1,000 home accidents caus- 
ing injuries for which medical attention in a hospital 
outpatient department was sought. Falls were the 
most common type of accident encountered in the 
series, followed by cutting and piercing accidents. 
Forty per cent of all accidents studied, 92% of acci- 
dental poisonings, and 45% of all falls occurred in 
children 5 years of age or younger. In 3 out of 4 acci- 
dents involving these young children, lack of super- 
vision and carelessness on the part of some person 
contributed to the accident. Carelessness appeared to 
be a significant factor in half of the accidents in adults. 
Three-quarters of the accidents observed could have 
been prevented had a reasonable degree of care and 
forethought been taken. 


Follow-up Study of 844 Neoplasm Suspects Identified 
in a Mass Chest X-ray Survey. C. D. McClure. Pub. 
Health Rep. 72:307-316 (April) 1957 [Washington, 
D. 


A mass chest x-ray survey was carried out in 1953 
in Pittsburgh and Allegheny County, Pennsylvania, 
to screen the adult population for undiagnosed active 
tuberculosis and other active chest diseases including 
neoplasms. According to the estimated age and sei 
distribution of the survey participants, participation 
by older men was relatively poor. Thus, the effective: 
ness of the survey for detecting primary lung cance! 
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was severely limited. Of about 802,000 resident partici- 
pants, 844 were classified as suspected of having neo- 
plasm as shown by the original 70-mm. film or 14-by- 
|7-in. posteroanterior confirmatory films. By the use 
of the usual follow-up procedures combined with 
special measures, clinical diagnoses were obtained for 
719 (91.5%) of the 784 persons suspected of having 
neoplasm, and, therefore, they were referred to pri- 
vate physicians. The survival rate during a 30-month 
period was determined in 691 (81.9%) of the 844 per- 
sons. During the 30-month follow-up period, 126 
deaths were known to have occurred among those 
suspected of having neoplasm. Of the 46 persons re- 
ported to have lung cancer, 28 had died 12 months 
after the end of the survey, and 31 (60.9%) within 30 
months. Eight of the 15 survivors had pneumonec- 
tomies. For each of these 8 patients, the survey roent- 
genogram showed large lesions that ordinarily would 
not be considered “early,” but apparently the malig- 
nant process was amenable to surgery. 

Deaths also resulted from lung cancer among per- 
sons with clinical diagnoses of benign neoplasm or 
other chest disease. These deaths occurred somewhat 
later than those resulting from lung cancer in the 
diagnostic lung cancer group. For most of these per- 
sons, the presumably erroneously diagnosed lesions 
appeared small or not well defined. The difficulty of 
distinguishing roentgenographically between lung 
tumors, tuberculosis, and other chest disease is indi- 


icated by the fact that, among the persons suspected 
Sof having lung tumors, the percentage with clinical 


diagnoses of neoplasm of the chest was no greater 


ithan the percentages with clinical diagnoses of tuber- 


culosis or other chest disease, but the comparability 
of the clinical findings is difficult to evaluate because 
of the probably different diagnostic criteria used by 
the physicians examining the patients. According to 
information available thus far, the mass x-ray survey 
accurately detected an estimated 40 cases of primary 
lung cancer among the participating residents of 
Pittsburgh and Allegheny County. Just how efficiently 
this was done cannot be determined from the pre- 
sented data, but certain deficiencies in the methods 
used are evident. 


BIOCHEMISTRY 


Biochem. & Physiol. 35:257-270 (April) 1957 [Ottawa. 


Canada]. 


Three dietary experiments were performed in which 
male medical and biochemistry students and a few 
staff members participated as experimental subjects. 
The dietary ingredients, including water, were thor- 
oughly homogenized. Protein supplied 16.9% of cal- 
ories in all experimental diets. The only other items 
permitted were water, clear tea, and clear coffee. In 
the first experiment, for 8 days, 52 men ingested a diet 
i which butter. the most potent of the animal fats 
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tested, provided 60% of calories. In the next 8 days 
subgroups were given rations supplemented with a- 
tocopherol or 8-sitosterol, substances known to be 
present in corn oil in significant amounts. The a-to- 
copherol had no effect, but the f-sitosterol caused a 
highly significant decrease in plasma cholesterol. 
The same conditions were used for the first 8 days 
of the second experiment in which 48 men partici- 
pated. The subgroups were given diets in which 30% 
of calories were supplied by butter and 30% by various 
corn oil fractions obtained by vacuum distillation. All 
groups showed highly significant decreases in plasma 
cholesterol levels, and there did not appear to be any 
effective fractionation of the plasma cholesterol—de- 
pressant factor in the corn oil, although the largest 
drop was obtained in the case of the most volatile frac- 
tion derived from the corn oil. This preparation con- 
tained most of the unsaponifiable material and had a 
slightly lower iodine number than the other fractions. 
In the third experiment, 38 men ingested a diet 
providing 60% of calories from corn oil for 8 days. 
Subgroups were transferred to diets supplying 40% 
of calories from butter fractions obtained by vacuum 
distillation. All groups showed highly significant in- 
creases in plasma cholesterol levels, the greatest in- 
crease being noted in the case of the most volatile 
fraction, which contained most of the unsaponifiable 
material. These increases in the plasma cholesterol 
level are due to a combination of 2 factors: (1) the 
elimination of the plasma cholesterol depressant factor 
from the diet by omission of the corn oil, and (2) the 
introduction of the plasma cholesterol—-elevating factor 
in the butter oil and butter oil fractions. It has been 
postulated that the potent elevating action on the 
plasma cholesterol level of butterfat is at least partly 
dependent on the presence of the unsaponifiable frac- 
tion. The identity of this factor and whether it acts 
alone or in conjunction with certain types of fatty acid 
residues are questions that remain to be determined. 


The Identification of Corticosterone in Human Plasma 
and its Assay by Isotope Dilution. R. E. Peterson. 
J. Biol. Chem. 225:25-37 (March) 1957 [Baltimore]. 


This paper presents proof of both the presence and 
the identity of corticosterone in human peripheral 
plasma. The authors developed a method for the quan- 
titative estimation of corticosterone based on the 
principle of isotope dilution. By means of an isotope- 
dilution assay with corticosterone-4-C", the average 
corticosterone level in the plasmas of 20 normal sub- 
jects was found to be 1.1 mcg. per 100 cc. = 0.3 meg. 
per 100 cc. (range 0.5 to 2.0 meg. per 100 cc.). The 
average ratio of hydrocortisone to corticosterone was 
found to be about 15:1 in normal subjects. Corti- 
costerone levels were found to be zero or very low in 
patients with adrenal cortical hypofunction, hypopitui- 
tarism, the adrenogenital syndrome, and after adrenal 
suppression with A'-9a-fludrohydrocortisone in normal 
subjects. Corticosterone levels have been found to be 
elevated in adrenocortical carcinoma and after infu- 
sion of corticotropin in normal subjects. 


3 
: 
4; 
x 
4 
| 
» 
hag 
AE 
& 
Diet M R. 
tances in 
he Subs 1 in Hum ae 
f the i 
The Nature o lasma Choleste 
as 
the Level ’ 
ve | 
Bey 
= 


1412 


Tranquilizing Drugs: A Symposium Held under the Auspices 
of the American Association for the Advancement of Science in 
Cooperation with the American Psychiatric Association and the 
American Physiological Society and Presented at the Atlanta, 
Georgia, Meeting, December 27-28, 1955. Arranged and edited 
by Harold E. Himwich. American Association for Advancement 
of Science publication no. 46. Cloth. $5; $4.50 prepaid to AAAS 
members. Pp. 197, with 32 illustrations. The Association, 1515 
Massachusetts Ave., N.W., Washington 5, D. C., 1957. 


This small volume includes 14 papers. An introduc- 
tory note by Dr. Chauncey D. Leake contains a classi- 
fication scheme for the various types of drugs used in 
mental disorders and outlines some of the problems 
confronting investigators in this field. The first part 
of the book is devoted to several basic papers on the 
electrophysiological and metabolic aspects of tran- 
quilizing drug action. There is one paper on the action 
of benztropine methanesulfonate in paralysis agitans. 
These presentations shed some light on the possible 
mechanisms and sites of action of the more commonly 
used agents. In addition to providing information on 
drug-induced alterations in neural function, the tech- 
niques discussed should be of value to other investi- 
gators as a possible means of screening and evaluating 
newly developed tranquilizing agents. Of particular in- 
terest is the paper on adrenolutin, an epinephrine deriv- 
ative that elicits a number of abnormal psychological 
and psychic responses. In view of the ability of this 
drug and the related psychotomimetic agents, mesca- 
line and lysergic acid diethylamide, to produce hallu- 
cinations and schizophrenia-like reactions, it may prove 
to be a valuable tool for the evaluation of other tran- 
quilizers. Whether or not such drug-induced hallucina- 
tions are comparable to schizophrenic hallucinations is 
open to question. 

The last section of the book consists of papers on 
the therapeutic effects of such tranquilizing agents 
as azacyclonol, meprobamate, reserpine and related 
Rauwolfia alkaloids, and chlorpromazine. Most of 
these reports are much more optimistic than later 
reports have been. For example, a decidedly benefi- 
cial effect of meprobamate in institutionalized psy- 
chotic patients has not been the experience of most 
investigators in this field. Neither would all psy- 
chiatrists agree that “azacyclonol is the drug of choice 
in facilitating rapport with the [psycho] therapist.” 
Since the conclusions of the clinical papers are, for 
the most part, based on subjective observations, they 
provide little supporting evidence to establish the ulti- 
mate usefulness of the tranquilizing agents in question. 
The concluding paper, by the editor, summarizes the 
viewpoints of the laboratory and clinical investigators 
participating in the symposium. There is an adequate 
subject index. This book is not, nor was it intended to 
be, a comprehensive coverage of the pharmacology 
and clinical uses of tranquilizing drugs. Only a limited 
number of the many available agents in this category 


These book reviews have been prepared by competent authori- 
ties but do not represent the opinions of any medical or other 
organization unless specifically so stated. 
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are discussed. It does, however, represent a contribu- 
tion toward the ultimate elucidation of tranquilizing 
drug action. Thus, its chief value will be for investi- 
gational workers rather than clinicians. 


The Investigation of Death. By Donald Karl Merkeley, M.D. 
Med. Sc. D. Monograph in Police Science Series. Edited by 
V. A. Leonard, Professor of Police Science and Administration, 
State College of Washington, Pullman. Cloth. $4.50. Pp. 138, 
with 33 illustrations. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Il].; Blackwell Scientific Publica- 
tions, 24-25 Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto 2B, Canada, 1957. 


Merkeley has written a small but informative book 
for police officers. It is not tedious reading, being writ- 
ten for the most part in terms easily understood by any- 
one not having had extensive technical training. The 
police officer is told what role he plays in the investiga- 
tion of death and what his responsibilities are. The 
functions of other members of the investigating team 
are well delineated. The author is careful not to try to 
make a pathologist, immunologist, or toxicologist out 
of a police officer but is definite in showing how the 
police officer can be of help to these agents and how 
they may help him. While the book will be of special 
value to police officers, it can be read with profit by 
coroners and physicians, particularly those who may 
be called on by a coroner to aid in the investigation of 
a death. A summary is appended to most chapters. The 
print is clear and easy to read, although there are some 
type defects and incorrect divisions of words, for ex- 
ample, unfortun-ate (page 46). Even allowing for dif- 
ferences in English and American forms, there are too 
many errors in spelling, some even cropping up in the 
bibliography and jacket. “Bloodstained” is one word, 
neither hyphenated nor separated, but both incorrect 
forms appear. It is astonishing to note, on page 81, that 
there are “small discs of various shapes, some flat, tri- 
angular, round, or in the form of cylinders.” On page 
130, two lines are transposed. Although the author ac- 
complishes his purpose, from the factual point of view, 
the proofreading and composition appear to have 
been poorly done. 


Urological Surgery. By Austin Ingram Dodson, M.D., 
F.A.C.S., Professor of Urology, Medical College of Virginia, 
Richmond. With contributions by R. Carl Bunts, M.D., and 
others. Third edition. Cloth. $20. Pp. 868, with 664 illustrations. 
C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3. 
1956. 


This treatise on the surgical management of genito- 
urinary diseases is well written and authoritative. There 
are nine contributors besides the author. The quality 
of the paper is good and the type is easy to read. Sev- 
eral chapters that were in the previous editions have 
been dropped, and others have been completely re- 
written or replaced. In this edition, more attention has 
been given to the problem of incontinence and its sur- 
gical correction. The first three chapters take up the 
anatomy of the urogenital tract and the proper 
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methods and procedures to use in the diagnosis of 
genitourinary diseases and the pre and postoperative 
care of the urologic patient. This is followed by a 
short chapter on anesthesia and a series of chapters 
on the surgical approach and incisions for operations 
for the various diseases, injuries, and anomalies of the 
genitourinary system. Ureteral diversion is fully dis- 
cussed in chapter 23. There is an excellent chapter on 
dysfunction of the urinary system caused by diseases 
or injury of the nervous system. The chapter on the 
endocrine therapy of the prostate remains the same as 
in the previous edition. The authors have made no 
attempt to include all the various surgical techniques. 
but the reader will find a comprehensive analysis and 
appraisal of many of the techniques used in the sur- 
gical treatment of the various diseases. Because of the 
extensive experience of the authors this appraisal is 
truly authoritative. The index is well organized. This 
hook can be highly recommended, not only to the uro- 
logic surgeon but also to all surgeons whose field oc- 
casionally encompasses the anatomy of the genito- 
urinary tract. 


Malpractice Liability of Doctors and Hospitals (Common 
Law and Quebec Law). By William C. J. Meredith, Q.C., Dean 
of Faculty of Law, McGill University, Montreal. Cloth. $7.75. 
Pp. 300. Carswell Company, Ltd., 145 Adelaide St., W., 
Toronto, Canada, 1956. 


This is a concise, well-written, and clearly presented 
volume on the subject of professional liability with ref- 
erence not only to the physician but also to the hos- 
pital. It should also be of interest to the attorney, 
ilthough the references primarily cover English and 
Canadian law. Various points of malpractice are abun- 
dantly illustrated by cases, some from the United 
States. The book is well outlined with chapters on re- 
lationship between physician and patient, professional 
confidence, malpractice arising from diagnosis and 
treatment, and advice to the physician as a witness. 
One chapter is devoted to hospital liability. For the 
Canadian attorney, there are chapters on civil courts 
and procedure and assessment of damages in case of 
body injury and fatal cases. The subject of criminal 
malpractice is reviewed in the last chapter. An ade- 
quate index is provided. In reading this book, the 
\merican physician must realize that American courts 
have become more liberal than English and Canadian 
courts in the application of the res insa loquitor doc- 
tine. Nevertheless, the basic principles of professional 
ind hospital liability have been so well covered that 
this book deserves a prominent place in the library of 
the physician and the hospital administrator. 


Orthopedic Surgery in Infancy and Childhood. By Albert Bar- 
nett Ferguson, Jr., B.A., M.D., Silver Associate Professor of 
Orthopedic Surgery, University of Pittsburgh. Contributors: 
John Speer Donaldson, B.S., M.D., Assistant Professor Ortho- 
vedic Surgery, University of Pittsburgh, and others. Cloth. $15. 
’. 508, with 504 illustrations. Williams & Wilkins Company, 
Mount Royal and Guilford Aves., Baltimore 2, 1957. 


This new book, with particular reference to the or- 
thopedic problems seen primarily in infancy and child- 
hood, is extremely interesting and fills a great need. 
The average orthopedic textbook is too voluminous, 
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including all possible ramifications of the subject, 
whereas this book limits the orthopedic problems to 
the younger age group. The author has arranged the 
book in a novel manner; instead of discussing the 
various orthopedic disorders from a textbook stand- 
point, he presents them by anatomic area, beginning 
with foot problems, and within these areas demon- 
strates the pertinent etiological factors. An extensive 
presentation is made of hand disorders. A chapter on 
the diseases of bone is interesting, well written, and 
illustrated with numerous photographs and diagrams. 
The entire book is excellently illustrated. The only 
defect is that the author makes little or no mention of 
amputations and prosthetic appliances. This phase of 
children’s orthopedics has too long been neglected. 


A Text-Book of Psychiatry for Students and Practitioners. By 
Sir David Henderson, M.D., F.R.F.P.S., F.R.C.P., and the late 
R. D. Gillespie. With assistance of Ivor R. C. Batchelor, M.B., 
F.R.C.P., D.P.M., Deputy Physician Superintendent, Royal 
Edinburgh Hospital for Nervous and Mental Disorders, Edin- 
burgh, Scotland. Eighth edition. Cloth. $10. Pp. 746. Oxford 
University Press, Amen House, Warwick Sq., London, E.C.4, 
England; 114 Fifth Ave., New York 11; Amen House, 480 Uni- 
versity Ave., Toronto 2, Canada, 1957. 


This new edition of a textbook first published in 1927 
is a useful revision of what has come to be recognized 
as a standard reference work in psychiatry. A new 
collaborator, Dr. Ivor R. C. Batchelor, assisted with 
this revision. The present volume has been much im- 
proved and modernized by a rewriting of the section 
on etiological problems. Also, the material concerned 
with heredity, eugenics, alcoholism, epilepsy, and psy- 
chosomatic illness has been brought up to date. A 
chapter on special methods of physical treatment con- 
siders insulin therapy, convulsive therapy, leukotomy, 
continuous narcosis, and narcoanalysis. Unfortunately, 
the discussion of the newer psychopharmacological 
agents is inadequate, but perhaps this field is advanc- 
ing too rapidly for up-to-date coverage in a textbook. 
Familial galactosemia is not discussed in the section 
on mental defect, nor is progressive lenticular degen- 
eration (Wilson's disease ). The section on epilepsy is 
excellent. The chapter on parnoia and paranoid states 
clarifies the distinction between these conditions and 
schizophrenia. This is a welcome and important re- 
vision. This book continues to be an outstanding source 
of information. 


A Manual of Human Anatomy. Volume I: Thorax & Upper 
Limb. Volume II: Head and Neck. Volume IV: Lower Limb. 
By J. T. Aitken, M.D., G. Causey, M.B., F.R.C.S., Sir William 
Collins Professor of Anatomy, Royal College of Surgeons, Lon- 
don, J. Joseph, M.D., M.R.C.O.G., and J. Z. Young, M.A., 
F.R.S., Professor of Anatomy at University College, London. 
Boards. $3.50; $4; $3. Pp. 162, with 36 illustrations; 180, with 
53 illustrations; 117, with 36 illustrations. E. & S. Livingstone, 
Ltd., 16 and 17 Teviot Pl., Edinburgh 1, Scotland; [Williams & 
Wilkins Company, Mount Royal and Guilford Aves., Baltimore 
2], 1956. 


This series will consist of five volumes when com- 
pleted. It is intended for guidance of students in dis- 
section in the classroom. The first three volumes are 
now available. Volume I involves the anatomy of the 
thorax and upper limb; volume II, anatomy of the 
head and neck; and volume III, anatomy of the lower 
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limb. The discussions and instructions are briefly but 
clearly presented but should be supplemented with 
reading from a more extensive treatise. For guidance 
in the laboratory the books should serve a useful pur- 
pose, but they are not for refreshing the physician’s 
memory concerning anatomy of the human body. 


Dorland’s Illustrated Medical Dictionary. [Formerly: The 
American Illustrated Medical Dictionary.] Including Modern 
Drugs and Dosage, by Austin Smith, C.M., M.D., Editor, 
Journal of the American Medical Association; Fundamentals of 
Medical Etymology, by Lloyd W. Daly, A.M., Ph.D., Associate 
Professor of Classical Studies, University of Pennsylvania, 
Philadelphia. Editorial Board: Leslie Brainerd Arey, Ph.D.., 
Sc.D., LL.D., Robert Laughlin Rea Professor of Anatomy, 
Northwestern University, Chicago, William Burrows, Ph.D.., 
Professor of Microbiology, University of Chicago, Chicago, 
J. P. Greenhill, M.D., Professor of Gynecology, Cook County 
Graduate School of Medicine, Chicago, and Richard M. Hewitt, 
A.M., M.D., Senior Consultant, Section on Publications, Mayo 
Clinic, Rochester, Minn. Philological Consultants: Paul J. 
Alexander, Ph.D., Associate Professor of History, Brandeis 
University, Waltham, Mass., and Harry C. Messenger, M.D. 
Twenty-third edition. Cloth. $12.50, Pp. 1598, with more than 
750 illustrations. W. B. Saunders Company, 218 W. Washing- 
ton Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, 
W. C, 2, England, 1957. 


In the 23rd edition of this classic, until now en- 
titled The American Illustrated Medical Dictionary, 
the name of the long-time editor has been officially in- 
corporated in the title. This edition is notable, too, for 
the change in format, a larger page size making pos- 
sible the presentation of many more entries per page 
while limiting the volume to a size convenient to 
handle. It seems that the estimate given of 4,000 new 
definitions is conservative, for each new edition amaz- 
ingly succeeds in keeping pace with the ever-increas- 
ing medical vocabulary. An innovation which will be 
appreciated by all more than casual users is the intro- 
ductory section giving notes on use of the dictionary. 
The addition of new compilations and the revision of 
such major parts as the anatomic tables and the section 
on modern drugs and doses are among the features 
which make this book the indispensable reference tool 
it is. 

Munro Kerr’s Operative Obstetrics. By J. Chassar Moir, M.A., 
M.D., F.R.C.S., Nuffield Professor of Obstetrics and Gynaecol- 
ogy, University of Oxford, Oxford, England. Sixth edition. 


Cloth. $20. Pp. 1008, with 403 illustrations. Williams & Wilkins 
Company, Mount Royal and Guilford Aves., Baltimore 2, 1957. 


In this sixth edition of an outstanding and popular 
book, the revision has been so extensive that it is al- 
most a new book. However, it retains the personality 
and charm of Munro Kerr. Moir’s style of writing is so 
pleasing and interesting that the reader forgets he is 
studying a highly scientific book. Throughout the book 
are illuminating reports of interesting cases observed 
personally by Kerr or Moir. Over 1,800 references are 
listed. The illustrations are numerous, clear, and in- 
structive. The book deals essentially with the problems 
of dystocia and the complications of pregnancy, labor, 
and the puerperium. The advice given in the treatment 
of obstetric problems is based chiefly on the extensive 
experiences of both Kerr and Moir, but their views 
agree closely with those of obstetric’ authorities 
throughout the world. This book should be carefully 
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read by everyone who practices obstetrics regardless 
of whether he is a specialist or not. It is a truly great 
book, and both Moir and the publishers are to be con. 
gratulated on their accomplishment. 


World Atlas of Epidemic Diseases. Part III [to be in 4 issues, 
First issue]. Edited under sponsorship of Heidelberger Akademie 
der Wissenschaften by Professor Dr. med. Ernst Rodenwaldt 
and Privatdozent Dr. med. habil. Helmut J. Jusatz. [In German 
and in English.] Boards, loose-leaf. 75 marks. Various pagina- 
tion, with 10 maps. Falk-Verlag, Burchardstrasse 8, Hamburg |, 
West Germany, [1957]. 


Several installments of this atlas have been pub- 
lished. Three of these were reviewed in THE JourNnaL 
(May 9, 1953, page 199; Feb. 19, 1955, page 690; and 
Oct. 6, 1956, page 616). The current release deals 
with brucellosis, plague, yellow fever, rabies, leish- 
maniasis, schistosomiasis, filariasis, and the distribu- 
tion of the population in Central and South America. 
The quality of the maps and text is, as usual, excellent. 
The loose-leaf feature will permit the individual re- 
placement of maps that become obsolete. Those who 
have the earlier issues will undoubtedly wish to add 
the new maps, and those who are not familiar with 
this important epidemiologic work may wish to make 
its acquaintance. 


Gynecologic Therapy. By William Bickers, M.D., Attending 
Gynecologist to Richmond Memorial, Retreat for the Sick, Shel- 
tering Arms, Richmond Community and Evangeline Booth Hos- 
pitals, Richmond, Va. Publication number 302, American Lec- 
ture Series, monograph in Bannerstone Division of American 
Lectures in Gynecology and Obstetrics. Edited by E. C. Ham- 
blen, B.S., M.D., F.A.C.S., Professor of Endocrinology, Duke 
University School of Medicine, Durham, N. C. Cloth. $4.25. Pp. 
158. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, 24-25 Broad 
St., Oxford, England; Ryerson Press, 299 Queen St., W., To- 
ronto 2B, Canada, 1957. 


This book has no preface or introduction, but the 
jacket states that it is a reference manual for senior 
students in medicine, residents, and young physicians 
without special training in gynecology. The data are 
presented in outline form. There are 16 chapters, but 
two, namely, the chapters on abortion and hydatidi- 
form mole and chorionepithelioma, deal with obstet- 
rics and not gynecology. There are no illustrations 
and no references. The jacket states that the treatment 
programs were gleaned from the best authorities and 
the experience of the author. The material is well pre- 
sented and should prove helpful to medical students, 
residents, and young practitioners. 


Guide to Medical Writing: A Practical Manual for Physicians, 
Dentists, Nurses, Pharmacists. By Henry A. Davidson, M.D. 
Cloth. $5. Pp. 338, with illustrations. Ronald Press Company, 
15 E. 26th St., New York 10, 1957. 


This book is intended to be a guide for basic writing 
techniques. Actually, however, it goes beyond this ob- 
jective and presents much information that might be 
expected to be found elsewhere, for example, in col- 
lege or university classes. Brought together as it has 
been, a wealth of information is offered for ready ref- 
erence. It has been collected by an author who certain- 
ly is experienced in the field of writing. 


Vol. | 


wind. 
aerob 
the se 
of any 
plant 
Howe 
that i 
least 

genic 
tively 
as COI 
condi 
be sli 
be st 
victin 
ragwe 
and R 
perier 
they 
areas, 
to lea 
stay a 
tate te 


NEU] 
To 1 
pop 
reli 
Wh 
pat 


ANs 
to rel 
from 
Russe 
servat 
article 
that f 


intery 


The | 
authori 
medica’ 
reply, 
cannot 
and ad 


| 
ALLI 
OF 
To 1! 
| nas 
bat 
er ( 
rev 
pat 
He 
wis 
thi: 
AN 
we 


‘mie 
aldt 
man 
ina- 
gl, 


QUERIES AND MINOR NOTES 


ALLERGY AND RECOGNITION 

OF POLLEN SPECIES 

To rue Eprror:—A 51-year-old man has a rather severe 
naso-ocular allergy with occasional asthmatic exacer- 
bations, These occur seasonally during warm weath- 
er and may be due to a variety of allergens. Skin tests 
reveal a sensitivity to 52 separate offenders, but the 
patient knows that ragweed is his primary nemesis. 
He has been offered a position in Abadan, Iran, and 
wishes information on the amount of allergens in 
this area. 

C. G. Barclay, M.D., Coeur d'Alene, Idaho. 


Answer.—No reports have been published on the 
wind-pollinated plants of Iran, nor have any data from 
aerobiological studies appeared in the literature. In 
the several rather old works on Iranian floras no listing 
of any of the ambrosias occurs. The only closely related 
plant mentioned is a species of cocklebur (Xanthium ). 
However, there are numerous species of sagebrush, so 
that it is possible for a ragweed-sensitive person, at 
least in some parts of Iran, to encounter active aller- 
genic pollen. However, if one can judge by the rela- 
tively small amounts of pollen produced by sagebrush 
as compared with ragweed, even under most favorable 
conditions in North America, the hazard will probably 
be slight in Iran. As a practical example of this, it can 
be stated that, even though every ragweed-pollen 
victim is potentially sensitive to sagebrush pollen, the 
ragweed-sensitive visitors to Yellowstone National Park 
and Rocky Mountain National Park seldom, if ever, ex- 
perience any difficulty in these sagebrush areas unless 
they deliberately go tramping through the uncleared 
areas. If the patient mentioned will take the trouble 
to learn to recognize the sagebrush species and will 
stay away from these native plants, he should not hesi- 
tate to go to Iran. 


NEUROSURGERY IN PARALYSIS AGITANS 


To tHE Eprror:—There was recently published in a 
popular magazine an account of an operation for 
relief of paralysis agitans (Parkinson’s disease). 
What is the status of the procedure for helping a 
patient suffering from paralysis agitans? 

M.D., Mexico. 


Answer.—The recent interest in neurosurgical efforts 
to relieve the symptoms of paralysis agitans stems 
from the pioneer work of Wycis and Spiegel and of 
Russel Myers and, more recently, from Cooper's ob- 
servations on chemopallidectomy. In addition, a recent 
article in a popular lay publication gave the impression 
that favorable results, sufficient to warrant operative 
intervention in paralysis agitans, were to be expected. 


The answers here published have been prepared by competent 
authorities. They do not, however, represent the opinions of any 
medical or other organization unless specifically so stated in the 
ply. Anonymous communications and queries on postal cards 
cannot be answered. Every letter must contain the writer's name 
and address, but these will be omitted on request. 


At the present moment there have not been a suffi- 
cient number of cases observed over a suitable period 
of time to evaluate properly the postoperative end- 
results. The operative technique is as yet not stand- 
ardized and is being altered to meet the obvious failure 
situations and complications that have arisen. Although 
the mortality appears to be reasonably low ( approxi- 
mately 2% according to statements by those who have 
the most experience with the procedure ), it must be 
realized that paralysis agitans, disabling as it may be, 
is not in itself a fatal condition. The operation is there- 
fore elective for those who wish to take the risk and 
does not assure recovery of health or normal activity. 
Relief of certain symptoms varies with the procedure 
and the accuracy with which it is performed, the ob- 
jective being to interrupt the globus pathways in the 
ansa area. It is true that there have been dramatic al- 
terations produced by thalamic surgery in the group 
of dystonics with involuntary movement and gross in- 
coordination. 

The careful and accurate stereotactic needle ap- 
proach developed by Wycis and Spiegel offers patient 
material that can be properly evaluated. The direct 
approach for pedunculotomy by Russel Myers is also 
subject to reliable postoperative appraisal of results 
from well-planned and focal surgical destruction of 
certain neurological pathways. The transventricular 
method with electrocoagulation of the pallidal and the 
ansa region is not always effective, although in the 
general area involved the size, extent, and discrete 
location of the lesion produced is not entirely control- 
lable. Ligation of the anterior choroidal artery has not 
proved satisfactory. Cooper's method of introducing 
a catheter and injecting a solution of alcohol and cellu- 
lose into the ansa area (both instrument and solution 
uncontrolled to focal exactitude) has recently been 
modified by him, so that a needle stereotactically di- 
rected is used, with repeated small injections of an 
alcoholic solution to observe effects. Relief of rigidity 
and marked improvement in 400 cases have been 
claimed by Cooper. 

The above brief mention of varied techniques and 
shifting methods only serves to indicate the present 
status of the problem and the obvious difficulty which 
exists as to evaluation of the clinical results obtained, 
not all of which have been beneficial. Until some 
agreement can be reached as to the most favorable 
operative procedure to be employed, caution should 
be entertained as to the selection of patients and the 
recommendation for operation. 

There also exists at the moment disagreement as to 
the favorable aspects of the procedure concerning the 
group with paralysis agitans, although there is largely 
an agreement that in unilateral types of tremor and in 
the severe dystonic types (not true paralysis agitans ) 
much relief from the involuntary and hyperkinetic 
aspects of such afflictions can be obtained. 

The types of paralysis agitans present several dis- 
tinct and unique problems. True paralysis agitans 
arises in the later years of life, associated with vascular 
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and degenerative changes in the basal ganglions. Post- 
encephalitic paralysis agitans occurs in the younger 
groups, and a reactive process occurs in the same area. 
Obviously the older group offers greater risk of post- 
operative hemorrhage and collateral complications. 

In paralysis agitans the rigidity and subjective “stiff- 
ness,” oculogyric crises, open-mouth breathing, and dry 
throat give as much and often more distress than the 
involuntary “pill rolling” tremors (which, by the way, 
cease spontaneously during sleep). 

The answer to the query presented would be, there- 
fore, that much depends upon the type of paralysis 
agitans complex that affects the patient, its severity, 
the age of the patient, and the specific reason for at- 
tempting a radical operative procedure. For the pres- 
ent at least, caution should be advised until a more 
complete correlation of results and evaluation of bene- 
fits from this operative procedure have been forth- 
coming. 


NEURALGIA AFTER DENTAL EXTRACTION 


To THE Eprror:—After the extraction of a lower third 
molar under Novocain block, a 32-year-old patient 
developed pain, paresthesia, and tic-like pain in the 
lower half of his jaw, teeth, and face. The symptoms 
have gradually become worse over a period of nine 
months in spite of heavy vitamin B,, therapy. What 
is the present concept of treatment of this type of 
neuralgia? Is there any merit to the injection of 
boiling water, as reported by Gross in an article on 
Wills Hospital, Philadelphia (Cosmop. 141:62, 1956)? 


M.D., Texas. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANnsweER.—The injection of boiling water or cther 
sclerosing agents, such as alcohol, into the mandibular 
nerve before it enters the mandibular foramen may be 
helpful in treating the paresthesia and neuralgia that 
follow trauma to the mandibular nerve while removing 
impacted lower third molars, as the cause of these 
symptoms is a neuroma on the nerve. However, it 
must be remembered that, if the fibers of the mandib- 
ular nerve are destroyed by boiling water or other 
sclerosing agents, the patient will continue to have an 
anesthesia at the distribution of the mandibular nerve. 


Answer.—In order to diagnose and treat this neural- 
gia that has followed dental extraction, there are a num- 
ber of pertinent points which it is vital to know but 
which are not stated in the question, Was the tooth 
extracted because of preexistent pain of an intermit- 
tent tic-like quality? If this was the case and the 
neuralgia has persisted, with brief paroxysms confined 
to the mandibular or maxillary divisions of the tri- 
geminus or even spreading over the entire distribution 
of the nerve, it is probably tic douloureux. In this con- 
dition painful spasms can usually be evoked by stimu- 
lation of a trigger area, usually in the gum, adjacent 
teeth, or lower lip. Although the condition is uncom- 
mon in persons under 45, it can occur in younger 
individuals. Teeth, unless definitely diseased, should 
never be pulled for relief of neuralgic tic, and there is 
little hope of alleviation from vitamin B,». 
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Provided that there is no residual bony pathology 
and that the tic-like pain is now confined primarily to 
the teeth of the lower jaw, to the lower lip, and per- 
haps to the same side of the tongue as well, the dentist 
can establish the diagnosis by infiltrating the inferior 
alveolar nerve at the mandibular foramen with pro- 
caine. In true tic douloureux the pain will be relieved 
in the area of numbness as long as this persists, but 
other atvpical varieties are not affected. The latter are 
extremely difficult to treat. 

From the descripton given, as far as it goes, the 
patient probably has the more common tic douloureux 
or trigeminal neuralgia. If this is substantiated by pro- 
caine injection, the patient should be referred to a 
neurosurgeon, as all forms of surgical intervention are 
highly specialized procedures. Treatment with vitamin 
B 1» is not effective, as mentioned above. The recently 
proposed method of medication with stilbamidine is 
fraught with too great a risk of evoking disagreeable 
paresthesia in the area of facial hypesthesia to justify 
its use in this young individual. 

Most neurosurgeons prefer, first, to try injecting the 
divisions of the trigeminal nerve involved in the nev- 
ralgia with concentrated alcohol. This can be carried 
out with a high degree of accuracy under x-ray control 
at the foramen ovale, in the case of the mandibular 
nerve, or in the pterygomaxillary fossa, where the 
maxillary division emerges from the cranium via the 
foramen rotundum. The first division is easily blocked 
at the supraorbital foramen, but this does not interrupt 
its lateral branches or ocular fibers. Although these 
procedures do not result in permanent anaesthesia, the 
neuralgia may not recur or, with luck, may be relieved 
for a long time. There is the added advantage that the 
period of numbness, which is not lasting, gives the 
patient an opportunity to evaluate whether he wishes 
to have it made permanent in exchange for enduring 
freedom from his tic. Also, it gives the surgeon the 
valuable proof that the neuralgia is certain to be re- 
lieved, which is not the case with some of the atypical 
varieties. 

If the fifth cranial nerve must be permanently para- 
lyzed, this can be accomplished either by cutting the 
fibers of its posterior root between the ganglion and 
the pons or by injecting the Gasserian ganglion and 
destroying its sensory nerve cells. It is also possible to 
relieve the attacks with a fair degree of success by de- 
compressing the trigeminal root in Meckel’s cave, as 
suggested by Taarnhgj (J. Neurosurg. 11:299, 1954). 
This operation does not numb the side of the face, but 
pain eventually recurs in a significant number of cases. 

Although in skilled hands the Gasserian ganglion cat! 
be injected and its cells destroyed by inserting a needle 
through the foramen ovale, most neurosurgeons do not 
recommend this procedure. The objections are that 
there is always a risk that the injected solution may 
enter the subarachnoid space behind the ganglion. 
with serious risk of paralyzing other cranial nerves. At 
times the necessary cells are not all destroyed, with the 
result that pain recurs; at other times the sclerosing 
agent diffuses too widely, so that the cornea is often 
rendered anesthetic, with the danger of complicating 
keratitis and corneal opacity. When the nerve root is 
cut selectively, the ophthalmic fibers can usually be 
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spared, and the risk of the operation in competent 
hands is very slight. Injection of the ganglion should 
therefore be reserved for the old, extremely poor-risk 
patient. Although this consultant has used alcohol for 
this purpose in the past, Jaeger’s recent proposal 
(A. M. A. Arch. Neurol. & Psychiat. 77:1, 1957) to use 
boiling water sounds most logical. Heat should destroy 
the sensory nerve cells just as effectively as alcohol, 
and, if any of the injected liquid leaks into the sub- 
arachnoid sheath, it should be sufficiently cooled by 
dilution to avoid injury to the facial, vagus, and other 
cranial nerves in the cerebellopontine angle. 

If further information is desired regarding the differ- 
ent varieties of facial neuraligia, their diagnosis and 
treatment, these are discussed in detail in a recent 
book by White and Sweet (Pain: Its Mechanisms and 
Neurosurgical Control, Springfield, Ill., Charles C 
Thomas, Publisher, 1955). 


INTRAVENOUS UROGRAPHY 


To THE Eprror:—Please answer the following ques- 
tions regarding the use of intravenous urography. 
1. What is the best recommended material to use 
for intravenous pyelograms? 2. What is the expected 
rate of reactions and severity and the degree of 
correlation, if any, with the skin test done? 3. What 
is the expected over-all mortality encountered in 
doing intravenous pyelograms? 4. From a legal point 
of view, who is the best person to inject the intrave- 
nous material? 5. On whom does the legal responsi- 
bility fall in the event of death from a reaction? 
6. What is the best recommended treatment for a 
reaction encountered? 


Jack B. Taylor, M.D., Carbondale, Ill. 


Answer.—1l. There is no unanimity of opinion con- 
cerning the best medium for intravenous urography. 
Recent reports indicate, however, that the use of sodium 
and methylglucamine diatrizoate (Renografin) or di- 
atrizoate (Hypaque ) sodium results in the highest per- 
centage of satisfactory urograms and the lowest 
percentage of undesirable side-reactions (J. Urol. 76: 
461, 1956; Postgraduate Seminar of the North Central 
Section of the American Urological Association, Min- 
neapolis, Burgess Publishing Co., 1955, pp. 251-253; 
J. Urol. 74:422, 1955; New England J. Med. 255:343, 
1956). It must be pointed out, however, that the total 
experience with the newer urographic mediums is 
infinitesimal as compared with the experiences gained 
during the past 25 years with such mediums as sodium 
(Neo-Iopax) and iodopyracet (Dio- 

rast). 

2. The merit of skin, oral, intraocular, and intra- 
venous testing in detecting potential reactions to 
urographic mediums is controversial. The consensus is, 
however, that there are no available data showing any 
correlation between the currently used sensitivity tests 
and the predictability of severity of reaction to uro- 
graphic mediums (J. Urol. 76:461, 1956; ibid. 74:416, 
1955; Am. J. Roentgenol. 74:262, 1955). It has been 
suggested that it might be advisable to employ a pre- 
liminary test dose, to be given intravenously to indi- 
viduals who give a history of allergy, in order to 
lessen the possibility of flooding the blood stream with 
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a large amount of noxious allergens. On the other 
hand, death has resulted from the intravenous injec- 
tion of 1 ml. of urographic medium (J. Urol. 76:661, 
1956). 

3. Pendergrass (Am. J. Roentgenol. 74:262, 1955) 
reported 25 deaths during or immediately after injec- 
tion of urographic medium in a collected series of 
more than 3,800,000 urographic examinations. 

4. It is probable that fewer difficulties are likely to 
arise if, in the event of a reaction to intravenous 
mediums, the injection has been made by a physician 
rather than by a technician under the physician's 
supervision. Much depends, however, on the custom 
prevailing in the community and on the skill and 
experience of the technician. 

5. The fact that death may occur after injection of 
intravenously given mediums does not signify legal 
liability for that death. Liability depends upon negli- 
gence and malpractice. It can be assumed that death 
per se does not indicate either negligence or mal- 
practice. Any question concerning the propriety of 
the decision to make an intravenous urogram would 
involve the physician making that decision. Any ques- 
tion concerning the propriety of the injection would 
involve the attending urologist or the attending radiol- 
ogist or the person who performed the injection under 
their direction. 

6. Minor reactions to urographic mediums, such 
as nausea, vomiting, venous spasm, urticaria, asthma, 
dyspnea, and sneezing, are common and do not re- 
quire treatment other than reassurance by the physi- 
cian. The effectiveness of antihistamine as prophylaxis 
against allergic reactions is not settled. The addition 
of 10 mg. of chlorpheniramine (Chlor-Trimeton ) 
maleate to the urographic medium has been advocated 
for this purpose. Some observers (Radiology 60: 401, 
1953; J. Urol. 74:416, 1955) state that antihistaminic 
drugs decrease the incidence of allergic reactions, 
while others (Tr. Am. A. Genito-Urin. Surgeons 44:133, 
1952; New York J. Med. 49:2556, 1949) consider such 
drugs to be ineffective. 

The occurrence of an anaphylactic reaction after 
injection of urographic mediums requires immediate 
and strenuous treatment. The administration of 100% 
oxygen through a face mask should be started im- 
mediately. An endotracheal tube should be inserted if 
the airway is inadequate and if oxygen is administered 
under positive pressure. Fluids, either isotonic sodium 
chloride solution or 5% dextrose, should be given intra- 
venously without delay. Extreme restlessness, twitch- 
ings, or convulsions should be treated by intravenous 
administration of 50 mg. of pentobarbital sodium, 
Seconal Sodium, or thiopental sodium. Allergic reac- 
tions, such as severe urticaria and asthma, should be 
treated by intravenous administration of 50 mg. of 
diphenhydramine (Benadryl) hydrochloride. If this 
drug is not effective, 100 Gm. of hydrocortisone should 
be given intravenously. Shock should be treated by 
intravenous administration of 0.5 mg. of phenylephrine 
(Neo-Synephrine) hydrochloride. If an appreciable 
increase in blood pressure does not occur promptly, 
an infusion of 4 mg. of levarterenol ( Levophed ) bitar- 
trate diluted in 500 ml. of isotonic sodium chloride 
solution or 5% dextrose should be started immediately. 
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It is stated that the use of epinephrine is contra- 
indicated, inasmuch as it may induce ventricular 
fibrillation in the presence of anoxia. Likewise, respira- 
tory stimulants have been held responsible for con- 
vulsions. 


HERPES ZOSTER 


To tHe Eprror:—The following is taken in its entirety 
from a popular magazine: “In shingles, an injection 
of procaine (Novocain) is reported to be effective 
both in relieving immediate pain and in avoiding 
any painful after-effect. Ninety per cent of a group 
of patients benefited, the pain usually disappearing 
or diminishing within fifteen minutes and blisters 
drying up within forty-eight hours. A single injection 
was sufficient in most cases. In no successfully treat- 
ed case did any neuralgia develop afterward.” Please 
supply information on the effectiveness of this treat- 


ment. Howard V. Weems, M.D., Sebring, Fla. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANSWER.—The excerpt regarding “shingles” is based 
apparently on a review of “Paravertebral Block for the 
Treatment of Herpes Zoster” by Rosenak (New York J. 
Med. 56:2684, 1956). The method used was the injec- 
tion of procaine hydrochloride, 0.5 to 1%, in the afflicted 
segment of the nerve roots, plus segments both above 
and below. The purpose of the treatment has been to 
block both intervertebral ganglions and the segmental 
portions of the sympathetic chain for the relief of the 
symptoms of herpes zoster. This treatment was tested 
on 47 patients from 1936 to 1954, during various 
phases of the disease, for 2 to 16 days. 

According to the author, gratifying results were ob- 
tained in 90% of the patients, the pain beginning to 
diminish in most cases within 8 hours and ceasing 
within 24 hours after the block. Blisters dried up in 48 
hours. There were two cases of zoster ophthalmicus in 
the series, in which results were reported as satisfactory 
after a block of the gasserian ganglion. The paraverte- 
bral block treatment failed completely in four patients, 
but in each of these the disease already had progressed 
to the 10th day or longer. “Inconsequential” compli- 
cations, such as coughing and signs of pleural irrita- 
tion, occurred in 1.7% of the patients. While posther- 
petic pain did not follow in any of the successfully 
treated cases, the treatment of postherpetic pain itself 
by paravertebral block was ineffective. The author 
postulates that procainamide, because of its brief ac- 
tion, interferes locally with the virus itself or that its 
breakdown product, p-aminobenzoic acid, has antiviral 
action, 

A study of this sort has little statistical validity be- 
cause of its design. No provision has been made for a 
randomly selected control group by which to evaluate 
the results obtained by the author. The self-limiting 
nature of herpes zoster further complicates the draw- 
ing of any conclusions other than that the use of 
paravertebral block constitutes another mode of symp- 
tomatic therapy of herpes zoster, according to prelim- 
inary empirical grounds. It appears to have no value 
for the treatment of postherpetic pain. The theory that 
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procainamide, or its breakdown product, p-aminoben- 
zoic acid, has much, if any, antiviral action is serious]\ 
questioned by pharmacologists and virologists. 

An additional reference is an article by Ferris and 
Martin (Ann. Int. Med. 32:257, 1950), in which 22 
cases of paravertebral block of sympathetic ganglions 
are described. The results were immediate and excel- 
lent in 75% and good after a second block in 25%. Two 
of the 22 patients developed postherpetic neuralgia. 


ANswerR.—On the basis of what is known regarding 
herpes zoster, it is difficult to understand the effects of 
procaine ‘injections as reported in the popular maga- 
zine. Since no mention is made of the site of the in- 
jection, it is hard to comment about this feature of 
treatment. It is well known that herpes involves not 
only the posterior root ganglion and its root but also 
the posterior horn of the spinal cord. There is also evi- 
dence that pathological changes involve the distal 
nerves peripherally. 

It is possible that injection of local anesthetics, 
either into the skin of affected areas or into the pos- 
terior roots supplying them, could cause temporary 
relief of the pain of herpes zoster. There is no evidence 
that such injections may prevent postherpetic neural- 
gias. Such neuralgias result from scars in the posterior 
horn, central to the root and ganglion, and it is for 
this reason that postherpetic neuralgia is so difficult 
to control. 

There is the further fact that most patients with 
herpes zoster recover completely with or without single 
injections of procaine, and the fallacy of the reported 
observation lies in the tendency to recovery in most 
instances without after-effects. In short, the report ap- 
pears to be uncritical and ignorant of known observa- 
tions. 


SHOE-FITTING FLUOROSCOPES 


To tHe Eprror:—Please supply references to articles 
concerning the danger of using fluoroscopic units in 
fitting shoes. Are there reports of cancer or any other 
damages resulting from the use of shoe-fitting fluoro- 


scopes? W. H. Whitmore, M.D., Norfolk, Va. 


ANsSwER.—References to articles concerning the haz- 
ards of shoe-fitting fluoroscopes are as follows: 

Hazards of X-ray, editorial, J. A. M. A. 1388%s214-215 (Sept. 
18) 1948. 


Williams, C. R.: Radiation Exposures from Use of Shoe-Fit- 
ting Fluoroscopes, New England J. Med. 2413333, 1949. 


Hempelmann, L. H.: Potential Dangers in Uncontrolled Use 
of Shoe-Fitting Fluoroscopes, New England J. Med. 2413335, 
1949. 


Lewis, L., and Caplan, P. E.: Shoe-Fitting Fluoroscope as 
Radiation Hazard, California Med. 72326, 1950. 

At this time no authenticated case of visible and 
clear-cut late radiation change due to customer use 
of shoe-fitting fluoroscopes has been reported to the 
knowledge of this consultant. The studies of the output 
of these machines, however, have shown that a real 
potential hazard can exist. The Commonwealth of 
Pennsylvania has now legally banned the use of shoe- 
fitting fluoroscopes for commercial purposes within the 
state. 
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POSTPARTUM AMENORRHEA 


To THE Eprror:—A 35-year-old woman was delivered 
of a normal child at term. She developed a postpar- 
tum hemorrhage eight days after delivery. She was 
curetted, and bleeding stopped. Retained placental 
tissue was obtained by dilation and curettage. The 
patient had a small ovarian cyst, the kind that might 
rather be called cystic ovary, and was informed 
about it. The patient did not menstruate for eight 
months, and, because she worried about it, endocrine 
therapy was resorted to. She was given 0.1 mg. of 
estrogen three times a week for four weeks, She did 
not menstruate, but the small ovarian cyst became 
considerably enlarged, so much so that surgery was 
considered. Why did amenorrhea develop after the 
performance post partum of dilation and curet- 
tage? Would a thorough dilation and curettage with 
removal of the decidua basalis produce amenorrhea? 
Is it possible that the estrogen injections increased 
the size of the cyst? Has it been proved that exoge- 
nous hormone (injected estrogen) would suppress the 
secretion of endogenous hormone (follicular hormone 
in the graffian follicle)? Is it possible that the post- 
partum hemorrhage deranged pituitary function 
temporarily and therefore produced the amenorrhea? 


M.D., New York. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—Cases of amenorrhea have been traced to 
a vigorous curettage that destroyed the decidua basalis. 
This, however, seems a rather remote possibility under 
the circumstances of the curettage in this patient. It 
does not seem reasonable that the administration of 
estrogens would increase the size of an ovarian cyst. 
One might speculate, however, that a persistent estro- 
genic secretion from this cyst could maintain the estro- 
gens above the bleeding level. This likewise seems 
rather a remote possibility considering the duration of 
the amenorrhea. The administration of exogenous es- 
trogens in large amounts for a considerable period of 
time can reduce the production of estrogens by the 
ovaries, but this is mediated through the depression of 
pituitary function rather than the direct effect on the 
ovary. One of the common causes of postpartum 
amenorrhea is severe postpartum hemorrhage and 
shock, owing to the varying amounts of destruction of 
the anterior lobe of the pituitary. When this has oc- 
curred significantly, the condition known as Sheehan’s 
syndrome exists. 


Answer.—The lack of knowledge as to the presence 
or absence of lactation, the severity of previous hem- 
orrhage, or the emotional status of this patient makes 
it difficult to know whether this is the amenorrhea 
of Chiari-Frommel’s syndrome, the amenorrhea of 
Sheehan’s syndrome, or amenorrhea on a hypotha- 
lamic basis, Theoretically, it is possible to remove the 
decidua basalis completely by curettage, but quite un- 
likely. Such cases, however, are said to have occurred. 

The estrogen preparation that was given is not 
known, Large amounts of estrogen will inhibit the 
production of the follicle-stimulating hormone, result- 
ing in decreased ovarian production of estrogen and a 
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secondary increase in the luteinizing hormone produc- 
ing amenorrhea. Small amounts of exogenous estrogen 
may act as a stimulus in the production of the follicle- 
stimulating hormone, thus secondarily increasing the 
size of the ovary. The apparent paradox of a dual effect 
of estrogen stimulation and inhibition of gonadotro- 
pin is explainable by the hypothesis that oxidative 
products of estrogen, and not the unchanged estrogen, 
are responsible for any gonadotropic stimulative action 
this hormone brings to the ovaries (Smith: The Ova- 
ries, in Williams: Textbook of Endocrinology, Phila- 
delphia, W. B. Saunders Company, 1955). 

Amenorrhea in this patient may or may not be on 
the basis of a disturbance in balance of pituitary- 
ovarian hormone relationship secondary to the increas- 
ing Ovarian cyst. 


CAPILLARY INGROWTH ONTO THE CORNEA 


To tHe Eprror:—More than a year ago a man was 
struck in the left eye with some molten iron. The 
iron lodged on the lower half of the cornea of the 
eye and the sclera and also burned the lower lid. 
The patient then blinked, and the molten iron went 
under the upper lid. A symblepharon as well as a 
cicatricial scarring of both lids developed, causing 
an inversion of the eyelashes. The patient was 
operated on several times to relieve this symble- 
pharon. A lamellar keratoplastic graft was contem- 
plated to be placed over the lower half of the cornea. 
However, because of the extreme thinness this was 
not done for fear of rupturing the cornea or forming 
an ectasia. From time to time this man has had some 
capillary ingrowth onto the cornea which has neces- 
sitated cauterization and also cutting of adhesions. 
Vision now ranges from 20/50 to 20/30 in the eye. 
Peripheral vision and motility are good. Does this 
patient need some medical attention from time to 
time to prevent ingrowth of blood vessels onto the 
cornea and to keep this symblepharon from growing? 


Alvin C. Poweleit, M.D., Covington, Ky. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANswER.—Beta-radiation would possibly prevent 
capillary ingrowth onto the cornea. Also, a conjunc- 
tival graft is sometimes indicated in these cases. 
Lamellar keratoplasty is often indicated for increasing 
the thickness of the cornea. The donor graft is cut 
thicker than the cornea removed from the recipient 
eye. With careful dissection under proper magnifica- 
tion, perforation is not likely. If perforation does 
occur, the procedure may still be completed without 
fear of ectasia, as lamellar keratoplasty is frequently 
used successfully even in the presence of a perforating 
ulcer. 


ANSWER.—Assuming, of course, that the entropion 
mentioned has been permanently relieved by surgery, 
this consultant would suggest that special attention be 
given to the possibility of persistent trichiasis, since 
even a few fine cilia could account for the recurrent 
corneal irritation. The lid margin should be examined 
meticulously with the biomicroscope to eliminate the 
possibility that aberrant cilia or keratinized epithelium 
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on the mucous surface may be sources of irritation. 
Symblepharon in itself is usually not a source of diffi- 
culty, but, if necessary, it could probably be relieved 
by a mucous-membrane graft taken from the upper 
fornix. With a vision varying from 20/50 to 20/30, 
keratoplasty would not seem to be indicated. A steroid 
preparation for topical use, such as 0.5% hydrocorti- 
sone suspension, should be useful in reducing the 
inflammation if there is no superimposed bacterial in- 
fection. The history strongly suggests, however, that 
the cornea is being subjected to irritation by a lid 
margin factor which should be eliminated if possible. 
If the cornea were to remain free from irritation for 
a period of six months, it is unlikely that further 
deterioration in the patient’s condition would occur. 


MARRIAGE BETWEEN HALF-FIRST-COUSINS 


To THe Eprror:—A young couple contemplating mar- 
riage, in their early 20s and otherwise healthy, 
have raised the question of the advisability of their 
marriage in view of the fact that the prospective 
bride’s father and the prospective groom’s father 
were half-brothers. In other words, they have one 
common grandfather. Should the marriage be dis- 
couraged? 

Charles F. Downing, M.D., Decatur, Ill. 


ANnswer.—The two parties are half-first-cousins. The 
only effect of this relationship would be the possible 
doubling of such part of the heredity as comes through 
the common grandfather. If there are no important 
physical or mental handicaps in that ancestry for 
three generations, including collaterals, there is no 
biological reason to discourage the marriage. 


MILIARY LUNG LESIONS AND SAWDUST 


To THE Eprror:—Is it possible for sawdust to cause 
miliary lung lesions in a sawmill worker? Tubercu- 
losis has been excluded as a possibility by repeated 
smear and culture. There is only a scantly productive 
cough and no hemoptysis. Cultures reveal the pres- 
ence of streptococci. 


Ellis V. Browning, M.D., Springerville, Ariz. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANSweER.—The sawdust of ordinary woods in the 
United States does not seem to cause a recognizable 
lung irritation. While a few European reports have 
suggested an increased incidence of tuberculosis and 
bronchitis, there never has been any such evidence 
produced in the United States. Sawdust, per se, does 
not appear to cause miliary lung lesions such as found 
in the patient described. There is one possibility that 
this case is occupational. In 1934, Towey, Sweeney, 
and Huron reported cases of transitory severe bron- 
chial asthma following exposure to fungous spores 
found in maple bark. While they did not describe the 
x-ray appearance as “miliary,” it is conceivable that 
it could resemble the benign miliary form of histo- 
plasmosis. It should be definitely determined, more- 
over, that this patient did not live in the Ohio, Missis- 
sippi, or Missouri valleys early in his life, where such 
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benign miliary calcifications are so prevalent due to 
histoplasmosis fungous spores in the soil. Such x-ray 
changes have all too frequently been misdiagnosed as 
occupational. 


Answer.—Miliary lung lesions are rarely, if ever, due 
to inhalation of sawdust. If miliary lung lesions are 
present, it is safe to say that they are caused by some 
other type of dust breathed by the worker or an in- 
fection of some kind. In the case of a sawmill worker, 
they may be due to silica dust, due to the foreign 
matter adherent to the logs being cut. In the case of 
workers using fine sandpaper, the miliary nodulation 
may be due to the inhalation of the sand released from 
the sandpaper. Workers occasionally become disabled 
due to the inhalation of wood dust. Such disability 
practically always is brought about by the presence of 
bronchitis and emphysema, secondary to damaged 
lung tissue, the self-cleansing mechanism of which 
has been reduced and aggravated by the dust inhala- 
tion. 


CHRONIC CONSTIPATION 


To tHE Eprror:—A 40-year-old woman complains of 
passing “tissue” with bowel movements. The feces 
are formed and normal in color. The guaiac test is 
negative. Biopsy of tissue reveals it to be desqua- 
mated intestinal epithelium, but the site cannot be 
determined. Gastrointestinal series tests made 10 
months ago and repeated 3 months ago are com- 
pletely negative. The blood tests, aside from a 
hematocrit of 35%, are negative. Two sigmoidoscop- 
ic examinations made in the last four months are 
negative. The patient has been constipated since the 
birth of her last child five years ago and takes 
enemas frequently. Laxatives to be effective must 
be very strong and cause her to have severe in- 
testinal cramps; hence she uses enemas almost daily. 
What other procedures can be tried? Are any addi- 


tional tests suggested? M.D., Missouri. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANSWER.—This consultant would suggest the con- 
tinuation of enemas, with 1 to 3 pt. of hot water and | 
to 3 tsp. of salt, every other day for a month, then re- 
ducing the frequency to one enema twice a week, and 
finally omitting the enemas altogether. In the mean- 
time, in addition to the omission of all ice-cold food 
and drink, the use of warm liquids, particularly hot 
water, is suggested, and half a glass of orange juice 
diluted with hot water should be drunk several times 
a day. Laxatives should be omitted completely, and, 
whenever convenient, the patient should apply heat 
to the abdomen with a hot-water bottle or electric 
pad. 


ANSWER.—This patient’s story is one of an irritable 
colon syndrome associated with constipation and with 
enema and laxative abuse. The so-called tissue which 
she passes with bowel movements is probably mucus 
infiltrated with desquamated intestinal epithelium and 
bacteria. This is almost invariably an accompaniment 
of a person’s taking enemas and laxatives too frequent- 
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|, as a result of constipation. Such a patient should be 
instructed in the proper program of bowel manage- 
ment, including a diet high in bulk and with adequate 
amounts of liquids. She should drink at least 3 liters 
ot fluid daily. Simple bulk substances might be tried 
temporarily. Such patients may be refractory to the 
program for a short time, but with persistence the 
condition usually comes under control. 


GRAFTING MUCOUS MEMBRANE 
TO THE LARYNX 


To THE Eprror:—Has any attempt been made to graft 
mucous membrane from the middle turbinate of 
the nose onto freshly prepared interarytenoideus 
muscle of the larynx? This is an unusual problem 
where skin is not desirable, and since it is necessary 
to obtain some thickness of the graft, the mucous 
membrane of the mouth would not be satisfactory 
either. Is there any other tissue of the body that 
would retain its thickness in reepithelializing a de- 


nuded vocal cord? M.D., Colorado. 


AnsweER.—No experience is known involving the use 
of turbinate mucosa as a free graft in the larynx or 
elsewhere. Split-thickness skin grafts have been satis- 
factory in reepithelializing the denuded vocal cord and 
larynx when applied by means of open operation and 
maintained by the use of a proper mold until stabi- 
lized. The mucosa of the larynx will usually heal prop- 
erly and spontaneously under the circumstances de- 
scribed, unless complicated by malignancy or active 
inflammation, such as chondritis. Contour deficiencies 
improve by cicatricial contraction with the passage of 
time. 


INGROWN HAIRS ON THE FACE 


To tHE Eprror:—A 33-year-old man constantly devel- 
ops “ingrown” hair on the side of his face. Whenever 
a small lump develops, he opens it up with a needle 
and digs up a long coarse hair, removing it with a 
tweezer. His skin looks irritated. What treatment 
could prevent recurrences? M.D., New York. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANSWER.—The “lumps” should be emptied of the 
hair and cleaned out by some electrosurgical means; 
then the patient would do well to use an electric razor, 
or, if he prefers not to, he must learn to shave “with 
the grain,” i. e., in one direction always. This usually 
avoids irritation. 

ANsweR.—The disorder referred to as “ingrown 
hairs” is an extremely common one and constitutes a 
slightly difficult therapeutic problem. In those instances 
where merely a few hairs are buried under the cuta- 
neous surface and produce recurrent superficial pustu- 
lation, the destruction of the hair follicles by a skilled 
dermatologist or technician may be all that is neces- 
sary. Where the involved sites include a large area of 
the face and neck, of the type referred to as chronic 
sycosis barbae or pseudofolliculitis of the beard 
(Strauss and Kligman: A. M. A. Arch. Derm. 74:533- 
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542 [Nov.] 1956), therapy is more of a problem. Dis- 
continuance of shaving is helpful but not practical. 
Manual plucking of hairs is of temporary value only. 
Alteration in shaving habits is rarely of any prolonged 
benefit. X-ray epilation is mentioned only to be con- 
demned. Probably the most satisfactory measures 
include the use of depilatory agents (the thioglycolate 
group appears to be more satisfactory ) employed un- 
der careful supervision, in conjunction with the manual 
liberation of the tips of completely buried hairs. Topi- 
cally applied antiseptics and antibiotics lessen the in- 
flammatory papulopustular reaction but do not cure 
the disease. 


CENTER OF THOUGHT 


To THE Eprror:—Where does the medical world con- 
sider the center of thinking to be? If this center is 
in the brain, in what part of the brain does it lie? 
According to some people the center of thinking is 
in the various plexuses, such as the solar plexus. 
What do these nerve centers have to do with think- 
ing? And how does one interpret the Biblical quota- 
tion, “As a man thinketh in his heart, so is he”? 


J. M. Hesser, M.D., Benson, Ariz. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


AnsweR.—Medical men and psychologists consider 
the brain to be the organ of thought. When the Bible 
says, “As a man thinketh in his heart, so is he,” it 
means as a man believes. The heart has often been 
considered the center of emotion because of the heavi- 
ness one feels in the chest when depressed. The brain 
as a whole does the thinking, not any one portion. 


Answer.—Gall’s original hypothesis was that the 
cerebral cortex was the structural basis for the “mind.” 
After Gall’s work appeared, various “centers” were 
found which correlated structure with function. Thus, 
there were found “speech centers,” “motor centers,” 
and “visual centers.” 

However, later work showed that no such well- 
demarcated and simplified centers actually exist. It is 
true that there are parts of the cortex to which certain 
functions can be designated, e. g., speech area, visual 
area, and sensory area. However, although specific 
areas in the cortex may serve as centers for higher 
aggregates of functions, such as language, space con- 
cepts, form, and vision, other areas subserve such 
functions as sensory interpretation and motor execu- 
tion. There is no specific area for intellectual function 
or thought. The entire cortex is the substratum for 
thinking. 

“As a man thinketh in his heart, so is he” is a poetic 
expression for the emotional modification of thought. 
Since emotions have an effect on heart rate and heart 
consciousness, this organ was associated with human 
motives and volition and hence with thought. 

Thinking has no cerebral center but is the general- 
ized function of the cortex, and mental contents may 
be modified by emotional states. Emotional states, 
through the autonomic nervous system, may lead to a 
false localization of thinking in the solar plexus. 
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SODIUM CONTENT OF BEER, 
WINE AND WATER 


To tHE Eprror:—How much salt (sodium only) is 
there in beer or wine as compared with city water 
for drinking purposes? This information would 
apply to persons on a salt-free diet like “the Kemp- 
ner ricers,” of Durham, N.C. 


George H. Werk, M.D., Miami, Fla. 


ANswer.—The amounts of sodium contained in beer 
and wine (as ordinarily produced ) and in the drinking 
water of several cities are as follows: 


Beverage Sodium 

Mg./100 Gm. 

4.3 

Drinking Water 

2 


In the Kempner rice diet, usually no water is given. 
The daily fluid intake consists of 700 to 1,000 cc. of 
fruit juice. 


INGESTION OF FOREIGN BODIES 

To THE Eprror:—A 15-month-old girl swallowed three 
steel staples of the type used in office stapling 
machines for binding papers together. She was seen 
30 minutes after ingestion of the staples, when a 
plain roentgenogram showed them to be in the 
stomach, The mother strained the stools and found 
them 42 hours later. The advisability of an esopha- 
goscopy and recovery of these staples was consid- 
ered. In case of such emergencies occurring in the 
future, what would be the best procedure? 


Burge F. Green, M.D., Stilwell, Okla. 


ANSWER.—The removal by esophagoscopic or gastro- 
scopic methods of radiopaque foreign bodies that pass 
rapidly into the stomach is seldom, if ever, indicated. 
Usually, roentgenoscopic or roentgenographic exam- 
ination to determine the position of such foreign 
bodies can be made at intervals of a few days or a 
period of two or three weeks to determine whether 
they have left the stomach and have passed by the 
ligament of Treitz. Once the radiopaque foreign body 
has passed this ligament, it usually can be assumed 
that it will be expelled spontaneously from the intes- 
tinal tract. Sharply pointed radiopaque foreign bodies 
that do not leave the stomach or pass through the duo- 
denum occasionally require removal by transgastric 
means, 

Ingested radiopaque foreign bodies that are shown 
by roentgenologic means to be located above the cardia 
require esophagoscopic procedures for their removal 
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or for displacement into the stomach, with the hope 
of subsequent spontaneous evacuation. In cases of in- 
gestion of nonradiopaque foreign bodies, the question 
of esophagoscopic examination and efforts at re- 
moval may depend on symptoms, such as pain and 
vomiting, and on the results of roentgenologic exam- 
ination of the esophagus with the aid of a radiopaque 
medium. 


THE MEDICAL AUDIT 
To THE Eprror:—In the medical audit of diseases (e. g., 
epilepsy, fractures, pneumonias), what ordinarily is, 
or should be, included if the audit is done in any 
hospital? Also, please supply reading references. 
M.D., California. 


ANSWER.—A medical audit is the scientific appraisal 
and evaluation of the work of the, physicians on the 
staff, regardless of the type or size of the hospital. All 
records are reviewed. The audit is not based on any 
specific diagnosis. 

While it is true that medical audits are relatively 
new components of the work of the hospital medical 
staff, hospitals have reaped pyramidal values from 
their use. Audits are not as yet a requirement of the 
Joint Commission of Accreditation of Hospitals, but a 
tissue audit is required. Quoting from the Standards of 
Hospital Accreditation, “The tissue committee shall 
study and report to the staff the agreement or dis- 
agreement between pre-operative diagnosis and report 
by the pathologist on the tissue removed at operation. 
The committee shall meet at least once a month and 
submit to the executive committee a report in writing 
to be made a part of the permanent record.” 

Reading references relative to the medical audit are 
by Johnson (Mod. Hosp. 84:106 [March] 1955; ibid. 
84:96 [April] 1955; ibid. 86:85 [May] 1956) and by 
Ponton (Medical Staff in the Hospital, ed. 2, revised 
by MacEachern, Chicago, Physicians Record Co., 1953, 
chap. 8, p. 167). 


INTRAMUSCULAR INJECTIONS OF INSULIN 


To THE Epiror:—Since lipodystrophies have been re- 
ported to occur at the site of insulin injections 
(Fabrykant and Ashe: New York J. Med. 53:3019, 
1953), what is the practicality of the intramuscular 
route of injection? Is there any reason for not using 
this route? James H. Lade, M.D., Albany, N. Y. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANSWER.—Insulin may be administered intramuscu- 
larly if necessary. It is not usually done that way, how- 
ever, because of feasibility. It is easier for a patient or 
relative to give subcutaneous injections; besides, it is 
safer than the intramuscular route from the standpoint 
of accidental infection. Then too, dystrophic areas in 
the skin from insulin have been noted on areas other 
than on injection sites. 


ANSWER.—Insulin may be given intramuscularly s 
well as subcutaneously. Any difference in rate of ab- 
sorption would not be of significance clinically. From 
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a practical standpoint, however, one must consider that 
in most areas of the body a longer needle must be used 
if one is to be certain that the injection is given into 
the muscle. This may introduce technical difficulties 
and more discomfort, particularly with self-adminis- 
tration. 


ULCERS REQUIRING SUBSEQUENT SURGERY 


To tHE Eprror:—What percentage of patients with 
perforated duodenal ulcers will subsequently return 
for definitive surgery (gastrectomy, gastrojeju- 
nostomy, and/or vagotomy)? This is not meant to in- 
clude those patients who continue to have symptoms 
but are managed satisfactorily with medical care. 


William A. Reid, M.D., Atlanta, Ga. 


AnsweR.—From 30 to 60% of patients who have had 
a perforated duodenal ulcer subsequently require 
definitive surgery before they are cured of their 
disease. In the individual case, fluoroscopic examina- 
tion to determine the presence and extent of pyloric 
stenosis will help to decide the issue. A quantitative 
measurement of the free hydrochloric acid in a 12- 
hour fasting nocturnal gastric secretion will also be 
helpful in prognosis. If this output exceeds 100 mEq., 
the likelihood of further surgery is great. 


LIPOMA AND TRAUMA 


To tHE Eprror:—A short time ago a tumor was re- 
moved from the lower part of a patient’s back. After 
a period of several months, it reappeared after the 
patient received a blow in that region while at work. 
The diagnosis was lipoma. The patient claims that 
the tumor was due to the injury, and the insurance 
company will pay his bills, provided that the phy- 
sician will say that it was associated with the injury. 
Please give an opinion, inasmuch as there does not 
seem to be any textbook evidence to substantiate 
the patient’s statement that the lipoma could have 
been due to injury sustained at work. 


M.D., Massachusetts. 


ANnsweR.—There is no accepted etiological correla- 
tion between growth of a lipoma and trauma. 


BOWLEGS AND HEREDITY 


To THE Eprror:—The nieces and nephews of a family 
in which the father and three siblings have extreme 
bowlegs are interested in knowing if, in the event 
of their having children, such genes would be trans- 
mitted, or even if it would be advisable to have 
children at all. No other members of the family are 


affected. Hugo A. Klint, M.D., Austin, Texas. 


ANswer.—It is not easy to answer this query because 
it is not clear how the nieces and nephews are related 
to the patients. However, from the information avail- 
able it seems likely that a dominant mutation occurred 
in a sector of a reproductive organ of one of the grand- 
parents of the three affected siblings which was first 
expressed in their father. As the query states that no 
other member of the family is affected, we may assume 
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that the parents of the nieces and nephews were not 
affected, and if the heredity for the trait is dominant 
it is unlikely to be present in any form in this branch 
of the family. The three affected siblings should have 
some concern regarding their offspring. However, the 
nieces and nephews need have no further anxieties 
about their own prospective children if the assump- 
tions given above are justified. 


TREATMENT OF CHRONIC GONORRHEA 


To THE Eprror:—Please suggest therapeutic measures 
for the following case of chronic gonorrhea. A 36- 
year-old man contracted gonorrhea in 1953, the dis- 
ease being characterized by only mild symptoms. 
However, the patient developed prostatitis and epi- 
didymitis in spite of treatment with penicillin (about 
7 million units). There was recurrence of symptoms 
the following spring (the patient denies reinfection), 
and at this time penicillin treatment was stopped 
after administration of 6 million units because of an 
allergic reaction. The patient continued to have mild 
urethritis (no discharge) and occasional low back 
pain, and he was intermittently treated with broad- 
spectrum antibiotics by different physicians. Treat- 
ment had always been discontinued because of side- 
reactions. The patient now has generalized malaise, 
low back pain, and pain in the suprapubic region 
and right lower quadrant radiating into both testes 
but more severe on the right. The orificium urethrae 
is reddened, and there is some clear morning dis- 
charge. The prostate is not enlarged but is some- 
what tender; prostatic secretion is loaded with white 
blood cells; Gram stain shows micrococci (staphylo- 
cocci), streptococci, and occasionally gram-negative 
diplococci. Again the patient denies any possibility 
of reinfection. Should penicillin therapy be started 
in spite of an allergic history? Would the old fever 
therapy be of any value? Is mild prostatic massage 
indicated? M.D., Virginia. 


ANswER.—From this patient’s symptoms penicillin is 
definitely contraindicated. It is suggested that, if void- 
ed urine is clear in a two-glass test, the patient should 
receive light prostatic massage at weekly intervals for 
six weeks, along with hot sitz baths. If the patient has 
cowperitis, which is possible from the history of morn- 
ing gleet, then the Cowper glands should be massaged. 
A course with Azo Gantrisin, two 0.5-Gm. tablets four 
times a day for five days, might help alleviate urinary 
discomfort. 


FREEZING OF SPERMATOZOA 

To THE Eprror:—Has a satisfactory and practical meth- 
od been evolved for freezing human spermatozoa for 
artificial insemination? M.D., Pennsylvania. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANSWER.—Bunge and Sherman ( Fertil. & Steril. 5: 
193, 1954) reported from the State University of lowa 
that they tested various methods of quick and slow 
freezing of liquified human semen. There was a sperm 
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survival rate of 67% in several samples after storage of 
frozen semen from one to three months. Examination 
of the specimens revealed no difference in type, speed, 
or duration of motility before and after freezing. Mor- 
phology was likewise unaltered. Artificial insemination 
with frozen spermatozoa, followed by pregnancy, was 
reported in three women. At the time of the report, 
the pregnancies (of five to seven months) in these 
three women were progressing satisfactorily. 


Answer.—Satisfactory methods of freezing human 
spermatozoa have been reported by Bunge and Sher- 
man ( Fertil. & Steril. 5:353, 1954; Nature, London 172: 
767, 1953) and by Bunge and others ( Fertil. & Steril. 
5:520, 1954). The simplest method involves adding 10% 
— to liquified semen and placing the mixture in 
dry ice. 


PORPHYRIA 


To THE Eprror:—In the Queries and Minor Notes for 
June 1, 1957, page 619, the following question was 
asked: “Is there a successful or even helpful treat- 
ment for porphyria?” The answer given to this 
question might be considered incomplete, for no 
mention is made of chlorpromazine, which must be 
regarded as the most helpful remedy this far avail- 
able in the treatment of acute porphyria. There have 
been a number of references in the literature to 
individual dramatic responses to this drug, and 
the series of cases described by Monaco and asso- 
ciates (New England J. Med. 256:309, 1957 ) and by 
Melby and co-workers (J.A.M.A. 162:174-178 [Sept. 
15] 1956) have clearly revealed its value. Chlorpro- 
mazine does not affect established paralyses, may 
not prevent fatalities from bulbar or respiratory 
paralyses, and does not appear to influence porphy- 
rin metabolism directly. Nevertheless, it is evident 
from both the experience reported by Melby and 
co-workers and subsequent treatment of additional 
cases that the exhibition of chlorpromazine is far 
more likely to be followed by a remission than that 
of any substance we have previously employed. In 
a total of approximately 15 cases studied in this 
clinic there has been uniform relief of symptoms 
and in many instances a complete remission has soon 
been attained. While the rationale of this therapy is 
not well understood, there is evidence of autonomic 
disturbance in porphyria and it has also been shown 
that chlorpromazine ameliorates autonomic dis- 
turbances at least under some circumstances. It 
should be noted that in some cases at the outset of 
chlorpromazine therapy it may be necessary to give 
as much as 100 mg. four to six times in 24 hours 
intramuscularly, but in the experience of this con- 
sultant it has nearly always been possible to reduce 
this dose quite rapidly and often to discontinue it 
entirely. There are some cases in which a small 
maintenance dose is necessary. It should be noted 
that, in terms of orthostatic hypotension, these pa- 
tients appear to be unusually sensitive to chlorpro- 
mazine just as they are to ganglion blocking agents 
such as tetraethylammonium or hexamethonium. 


J.A.M.A., July 20, 1957 


The answer to the query might also have included 
mention of the importance of avoiding nervous or 
emotional stresses insofar as possible. There can be 
little doubt that these are often decisive in pre- 
cipitating attacks. It is not unlikely that this psycho- 
somatic aspect of the disease is related to the 
effectiveness of chlorpromazine; in fact, it appears 
that by removing pain and allaying nervous symp- 
toms chlorpromazine often interrupts a vicious cycle 
and permits a spontaneous remission to ensue. If the 
individual thenceforth avoids chemical exposure, 
especially to barbiturates, as well as any undue 
nervous stress, the remission may be postponed in- 
definitely. In not a few instances there has been no 
further difficulty more than 10 years after a severe 
attack. 

C. J]. Watson, M.D. 
University of Minnesota Medical School 
Minneapolis 14. 


ABSENT PULSE WITH NECK BRUIT 


To THE Eprror:—In Query and Minor Notes of May 4, 
1957, page 114, there is an inquiry about “Absent 
Pulse with Neck Bruit.” The description of symp- 
toms—i. e., pulseless right arm, bruit on the right 
side of the neck, and old right-sided hemiplegia to- 
gether with postural hypotension—is highly sug- 
gestive of the aortic arch syndrome, also known as 
pulseless disease, Takayashi's disease, reverse co- 
arctation of the aorta, or Martorell’s syndrome. The 
last-named author described the obliteration of the 
supra-aortic branches in 1944. 

The lesion may be due to congenital anomalies, 
trauma, syphilitic aortitis, and also to a nonspecific 
arteritis not unlike giant-cell arteritis. It is often due 
to atheromatosis, but in a man of 42 one might also 
consider an inflammatory origin. Since an aneurysm 
is not palpable in the neck, the most likely cause of 
the bruit is a stenosis of the carotid artery, which 
may well have caused the hemiplegia and which 
has partially recanalized. Vertigo on rising from the 
horizontal position and transient periods of blind- 
ness associated with exercise—a “visual claudication” 
—are parts of the clinical picture. Because of the free 
collateral circulation between the external carotid 
and ophthalmic arteries, blindness or optic atrophy 
need not be present. 

While the pulseless arm seldom gives trouble, the 
carotid sinus is sensitive, this sensitivity manifesting 
itself in fall in blood pressure, slow pulse, hyperp- 
nea, or pressure of the carotid. The syncope on 
rising is due to the same mechanism. The murmur 
in the neck has been so pronounced at times that 
confusion with a patent ductus arteriosus may occur. 

If syphilitic aortitis is excluded, thromboendarter- 
ectomy or resection and arterial grafting may greatly 
improve cerebral circulation, A number of such 
patients have now been operated on both in this 
country and in Great Britain. 


Geza de Takats, M.D. 
University of Illinois College of Medicine 
Chicago. 
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